CHAPTER 33

SURG CAL SERVI CES DEPARTMENT

STANDARD OPERATI NG PROCEDURE
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STANDARD OPERATI NG PROCEDURES
SURG CAL SERVI CES DEPARTMENT

A. MSSION: Render acute nedical and surgical care to anbulatory patients
processed through Casualty Recei ving.

B. FUNCTI ONS

1. Capable of minor surgical and diagnostic procedures: During peak
wor kl oad periods, may be used as an alternative area for mnor surgical
procedures under | ocal anesthesia.

2. Not intended for reconstructive and/or elective surgical procedures,
rehabilitation, fluoroscopic procedures, mjor surgical procedures, or as a
recovery room

C. PHYSI CAL DESCRI PTI ON:

1. Specialty Treatnent Unit:

(a) Location w thin conplex:

(b) Sheltering.

Type: Tenper Tent.

Quantity: Ten sections.

(c) Material:

ICL: 0016-0018, STOB, STOC, STOD, STCE
D. SPECI AL CONSI DERATI ONS

1. The specific use of the Specialty Treatnent Area and mnor OR' s will
depend upon the workl oad.

2. Patient floww Il be controlled by the anbul atory care nurse; in his/her
absence by the senior corpsman. |f a backlog problem exists the nurse wll
notify Casualty Receiving Area.

3. Physician assistants who may be assigned to the Specialty Treatnent Area
wi || work under the supervision of a physician

E. WORKLOAD:
1. Steady state: 80 adnissions/day 54 Surgical, 26 Medica
2. Peak state: 120 adm ssions/day 80 Surgical, 40 Medica
3. Special considerations:
(a) Patients will be received from

(1) Casualty Receiving.



(2) In house referral.
(3) Mlitary sick call.
(b) Hours of operation during steady state:.

(1) AMwatch - 0700-1900 Monday through Saturday: fully
oper ati onal .

(2) AM watch - 0700-1900 Sundays and ni ght watch 1900-0700: One
m nor OR table operational; other spaces avail able through specialty treatnent
control desk.

(3) Mlitary sick call: 0730 and 1930 hours daily.
F. ORGANI ZATI ON:

1. Responsibility: The Anbulatory Care Nurse who reports to the Head,
Surgi cal Departnment is assigned day to day managenent responsibility. The Head,
Surgi cal Departnent stipulates policy for the Specialty Treatnent Area.

2. Organi zational chart:

HEAD, SURG CAL DEPARTMENT

AMBULATORY CARE NURSE 0935

OTL ORTHO OCULAR HOSPI TAL
TECH TECHS TECH CORPSMAN
8446 8445 0000

3. Staffing.
(a) Criteria.
(1) One Medical Oficer is assigned on AMwatch to Specialty
Treat ment Area by Medical Services Departnment. The OR Prep and Hol d Physician
is on call to Specialty Treatnment Area on ni ght watch.

(2) One orthopedic surgeon, one cast roomtech, one HM are
assigned by Othopedic Departnment to each watch in Specialty Treatnent Area.

(3) The Oolaryngol ogy Treatnment Area is staffed by the OIL Tech
as assigned by the O ol aryngol ogy Depart nent.

(4) The Ophthal nol ogy Treatnment Area is staffed by the Ccul ar Tech
assi gned by the Ophthal nol ogy Depart nent.

(5) Five physician assistants are assigned to the Specialty
Treatment Area by Medical Services Departnent. They are subject to activation
to a treatnent teamin Casualty Receiving Area.

(6) Three hospital corpsnmen are assigned by Nursing Service on AM
wat ch; two hospital corpsnmen on ni ght watch.

(b) Special qualifications required.



M nor surgery under

| ocal anesthesia may be perfornmed by

energency nedicine and famly practice physicians as well as surgeons.

Two 12 hour watches.

(c) Staffing pattern:

Per sonnel

Ni ght Watch Tot al Assi gned

Nur se Cor ps
Physi ci an Assi stant s+

OTL Tech+
Cast Room Tech+
Ortho HW

RPRRRE ONRN

* Additiona
+ Assigned by respective depart nent

per sonne

1*
1*
2
3

0*
0*
1
1

NN~ O r~N®W

Assignnents by Billet Sequence Code:- See TAB A, page 17

Watch Bill: -

See TAB B, page 18

Wat ches: -

MAI NTAI N READI NESS

1.1 COORDI NATE
WORKLOAD

METHOD

1. Staff, maintain supplies and equi pnent

in Specialty Treatnment Area to support the

delivery of acute nedical and surgical care
to the anbul atory patient.

1.1 The departnental office wll

coordi nate requests for mnor surgery room
time and will prepare a daily m nor OR
schedul e Personnel assigned to the office

i nclude the Head, Surgical Department and
the Specialty Treatnment Area Nurse. The
office will performthe follow ng:

1.A Prepare a daily mnor OR schedul e and
distribute to patient care areas by 1600
t he precedi ng day.

1.1.B Revise minor OR schedule to reflect
changi ng patient priorities and needs of
i ncom ng patients requiring mnor surgery.

1.1.C Notify anesthesia departnent of
cases in the mnor ORrequiring their
servi ces.

1.1.D Make daily assignnment of staff.



1.2 CHECK ALL SUPPLI ES

Ot hopedi cs, otol aryngol ogy and
opht hal nol ogy spaces staffed by respective
servi ces.

1.2. A Othopedic Tech will check al
ort hopedi c/ podi atry instrunents and
appliances in Specialty Treatnent Unit,
m nor surgery.

1.2.B Orthopedic Tech will ensure daily
that supplies of casting materials,
splints, crutches and canes are avail abl e.

1.2.C OTL Tech will inventory and restock
the follow ng sets:

- Epistaxis trays (3).

- Nasal fracture set (3).

- Peritonsillar abscess tray (2).
- Sinus irrigation set (3).

- Mnor laceration suture set (1).

1.2.D OTL Tech will inventory ORL
treatnment area supplies and |inens; restock
as necessary.

1.2.E Ccular technician will inventory al
opht hal nol ogy supplies and instruments in
Specialty Treatment Unit and m nor surgery
and restock as necessary.

1.2.F Corpsman will inventory and restock
al | equi pnent, supplies, nedications, and
forms in the minor OR/ treatnent areas.
Seni or Corpsman will order those itens
needed.

- Order supplies on the Controlled
Consunabl es/ Equi page Requi sition (TAB F-29)
from Material Managenment.

- Order nedications by 1000 daily
from Pharnmacy on a Drug Requisition Sheet.
Schedul ed nedi cations will be ordered on a
DD 1289.

- Return outdated drugs to Pharmacy
for disposal

- Oder linen daily by 0800 for the
foll owi ng day using Request for Cl ean
Li nen/ Laundry (TAB F-30).



1.3 | NSPECT ALL EQUI PMENT

1.4 TRAIN PERSONNEL TO
OPERATE SPECI AL MEDI CAL
EQUI PVMENT

1.4.A OR TABLE

1.4.B SURG CAL LIGHTS

1.4.C WET-DRY VACUUM CLEANER

1.4.D IV FLU DS HANGER

- Oder sterile linen
packs/instruments from CSR

1.3. A Check energency equi pnent for proper
function each watch. Record date, watch
and di screpanci es noted on Energency

Equi prrent Checklist (TAB F-3).

1.3.B Perform operator maintenance on al
equi pment required to support a procedure
| AWt he manufacturer's instructions or
techni ci an manual

1.3.C Inspect equipnment electrica
connectors, cords, and switches daily for
function/wear/fit.

1.3.D Label any defective mnor equi pnent
and instruments.

1.3.E Report nmmjor equipnent nmalfunction
to nurse who will notify Medical Repair
Di vi si on.

1.3.F Notify CSR supply clerk of
repl acenent equi pnment that nust be ordered.

1.3.G Inspect pressure in gas cylinders
for power equiprment, anesthesia nmachines,
oxygen, and tourniquets. |If |less than 500
p.s.i, replace tank.

1.3.H Ensure that cylinders are properly
secured and stored.

1.3.1 ORL Tech will performcalibration of
audi onetric equi pnment weekly.

1.4 Al personnel will be able to operate
equi pnent safely | AWthe equi pnent
operating manual s.

1.4.A Operate OR table denobnstrating al
positions of table and proper placement of
attachnents.
1.4.B Operate surgical overhead |ights.

- Focus light on operating field.

1.4.C Operate vacuum cl eaner in either the
wet or dry node | AW operating manual .

1.4.D Position the hanger assenbly for |V
solutions at a particular |ocation and
hei ght .



1. 4. E ELECTROSURG CAL APPARATUS
(BOVI E)

1.4. F SUCTI ON MACHI NE

1. 4. G DEFI BRI LLATOR

1.5 PREPARE FOR M NOR SURCERY

1.4.E Operate Electrosurgical Apparatus
safely | AWTAB C-1.

1.4.F Set up thoracic suction for closed
chest drainage | AWTAB C-2 and TAB C,
encl osure (A).

- Attach tubing correctly.

_ - Check pressure calibration for 15
psi .

1.4.G Set up defibrillator I AW SOP on
Defibrillation, TAB C- 3.

- Attach defibrillator to a battery
charger when not in use.

1.5 Clean Mnor Surgery Area |AWTAB C-4
and TAB E-5. Cleaning and set up tinme wll
not exceed 30 m nutes.

1.5.A Corpsman obtain instrument sets,
equi pnment, and supplies needed for Mnor OR
procedur es:

- Al procedures require prep set,
surgi cal drapes, and gl oves.

- Use procedure cards (TAB G 4) to
sel ect and gather the correct instrunents,
and supplies needed.

- Obtain sterile supplies and linen
packs fromthe storage cart.

- Renove sterile supplies fromthe
right side of shelf (use the ol dest supplies
first).

- Notify Senior Corpsman if there are
insufficient sterile supplies available. |If
there will be a tinme delay in getting an
item notify the Nurse.

1.5.B Assenble all equipnent, intrunents,
and supplies for procedure in nmnor OR

- Prepare OR table for procedure by
attachi ng any special devices or
attachnments.

- Don surgical cap,surgical nmask, and
scrub top.



2

2.1

2.2

2.3

PROVI DE NURSI NG CARE

RECEI VE PATI ENTS

ASSESS PATI ENTS

I NI TI ATE TREATMENT PLAN

- Place linen pack on instrunent
tabl e, open wrapper establishing sterile
field.

- Open sterile supplies, instrunments,
and gown on to sterile field.

- Don sterile gloves | AWTAB C-5.
Arrange sterile supplies, instruments, gown
on instrunent table.

2. Provide nursing care during assessnent,
eval uation, treatnent, and disposition of
anbul atory patient.

2.1 Control Desk Corpsman will:

2.1.A Triage energent patients for
i mredi ate care

2.1.B Log all patients in Specialty
Treatnent Area Log (See TAB G 1).

2.1.C Initiate docunentation on
Chronol ogi cal Record of Medical Care, SF
600.

2.1.D Take and record vital signs, chief
conpl aint, allergy history.

2.1.E Direct patient to appropriate
clinical area

2.2 Performnursing assessnent relative to
chi ef conpl aint:

2.2.A Obtain history.

2.2.B Assist with/perform physica
exam nation.

2.2.C Initiate diagnhostic tests as
ordered, |ab, x-ray, EKG etc.

2.3.A Performtreatnent procedures |AW
Nur si ng Procedure Manual (See TAB F-1) and
depart nmental SOP

2.3.B Instruct patient in self care (as
applicable) and procedure for any follow up
care.

2.3.C Direct patient to checkout at
control desk. Conplete |log entry.

2.3.D Direct/provide transportation to



2.4 PROVI DE PRE- OPERATI VE
NURSI NG CARE

Casualty Receiving Area for all patients
bei ng adm tted.

2.4. A Provide pre-operative nursing care.
- Verify patient identification. Ask
pati ents nane and SSN and conpare to
acconpanyi ng nedi cal record.
- Verify that request for
Admi ni nistration of Anesthesia and for
Per f ormance of Operations and O her
Procedures (SF 622) have been signed and
W t nessed.

- Ensure vital signs taken, allergy
hi st ory obt ai ned.

- Initiate Pre-operative Nursing
Notes for M nor Surgery (TAB G 15).

- Reduce patient anxiety by
expl ai ni ng procedures.

- Inspect surgical site

- Obtain x-rays as indicated
(orthopedi c procedures, foreign body
renoval ) .

2.4.B Provide intra operative nursing
care.

- Position patient on OR table.
secure with safety strap

- Performthe foll owing options as
needed:

- Apply a tourniquet to extremty
over a of webril IAWTAB C-8

- Attach groundi ng pad for
el ectrosurgical unit AWTAB C-1.

- Shave and prep surgical site with
appropriate solution (TAB C- 7).

- Assi st surgeon as needed:
- Obtain supplies.
- Adjust lights.

- Adjust settings on electrosurgica
unit.



- Monitor patient's status during
procedure by observing:

- Bl eedi ng.
- Col or.
- P, R BP

- Pain perception.
- Mental status.

- Report deviations imrediately to
t he surgeon.

2.4.C Provide i medi ate post operative
nursi ng care.

- Assess post-op condition by
observation of:

- Bl eedi ng.
- Col or.
- T, P, R BP

- Pain perception.
- Mental status.

- Report deviations imediately to
the surgeon.

- Instruct patient in wound care and
procedure for followup care.

- Conplete Pre-operative Nursing Note
for M nor Surgery.

- Enter case in Mnor OR Log (TAB
G 5).

- Direct patient to check out at
control desk. Conplete Specialty Treatnent
Area Log entry.

- Send | aboratory specinen(s) to lab
ti ssue speci nens to Pathol ogy acconpani ed by
Ti ssue Exam nation SF 515

2.5 PROVI DE EMERGENCY CARE 2.5 In the event of cardiac/respiratory
arrest all personnel nust be able to:

2.5. A Rapidly obtain and assenbl e al



2.6 CARE FOR DECEASED PATI ENT

3.

3.

PERFORM LEADERSHI P TASKS

energency equi pment and nedi cati ons.

2.5.B Operate the energency equi pment
outlined in tasks 1.4A - 1.4H.

2.5.C Performbasic life support CPR | AW
the Anerican Heart Associ ation Guidelines
and | AW TAB C-9.

2.5.D Conplete Cardiac Arrest Flow Sheet,
FHCS 0403.

2.5.E Al'l personnel will respond to nedica
energenci es | AWTAB C-10.

2.6 Provi de care for patient who dies | AW
the Nursing Procedures Manual, TAB F-1

2.6. A Prepare Notice of Death, NAVMED
6320/ 5 in duplicate and obtain attending
surgeon' s signature.

2.6.B Record on Chronol ogi cal Record of
Care, SF 600, the tine of death, nedica
of ficer maki ng the pronouncenent and the
nanme of individual contacted to secure
deceased' s personal effects.

2.6.C Prepare body | AW TAB F-1.

2.6.D Notify the Conmand Duty Officer,
Chapl ain, Patient Care Coordinator, and
Director of Surgical Services.

3. Provide training and supervision to
assi st personnel to advance their clinica
and adm ni strative abilities.

PROVI DE CONTI NUI NG EDUCATI ON3.1. A Provide orientation to the Specialty

Treatnent area | AW TAB E-4.

3.1.B Nurse or designated representative
will evaluate staff skills prior to
assigning nore conpl ex duti es.

3.1.C Cross-train personnel in specialty,
direct and indirect care areas.

3.1.D Provide senior personnel wth
experience in administration, clinica
teachi ng and supervi si on.

3. 1. E Conduct classes on special procedures,
principles, and equi prent

3.1.F Support interdisciplinary cl asses
provi ded by personnel from specialty areas.

10



3.2 PROvVI DE SUPERVI SI ON

3.3 MONI TOR | NCI DENT
REPCRTS

STANDARD OPERATI NG PROCEDURES

CLI NI CAL POLI Cl ES/ GUI DELI NES

STANDARDS AND JOB DESCRI PTI ONS

DOCUMENTATI ON:

3.2 Nurse will supervise all nursing of
Personnel activities.

- Provide perfornmance counseling to
all personnel on a continuing basis.

- Provide supervision and/ or
assistance to staff working in the area.

3.3 Incidents will be reported on Incident
Report Data Sheet, NAVMED 6010/ 14, reviewed
by Nurse, and sent to Head, Surgica

Depart nment.

3.3.A Nurse will nonitor all incident
reports and counsel personnel as needed.

3.3.B Provide educational prograns that
directly relate to incident report.

3.3.C Prepare an after action report for
Head Surgical Departnent, with copy sent to
Nur si ng Servi ces Departnent.

See TAB C, page, 23.
See TAB D, page 97

See TAB E, page 100.

1. REFERENCES:. See TAB F, page 117

2. FORMS: See TAB G page 118.
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ASSI GNMENTS BY BI LLET SEQUENCE CODE

TAB A

Department: SPECI ALTY TREATMENT DEPARTMENT

Billet
Nunmber Title

1. Medical Corps.

36829 Neur ol ogi st

40029 Head, Dernatol ogy
Depart ment

40049 Dermat ol ogi st

2. Nur se Cor ps.

34049 Anbul atory Care
Nur se

301119 Asst. Anbul atory
Care Nurse

3. Physician Assistants.

36169 Senior Physician
Assi st ant
36189 Physi ci an Assi stant
36191 Physici an Assi stant
36209 Physici an Assi st ant

3. Hospi tal Corpsnan

34039 Seni or Corpsman

31101 General Duty Corpsman
34041 General Duty Corpsnman
31363 General Duty Corpsnman
31365 Ceneral Duty Corpsman
36019 Adv. Corpsnman

40019 Dermatol ogy Tech
40021 Dermatol ogy Tech
35019 Admi n. Asst.

Desi gnat or/ Rank/
Spec. Code Rat e
2100/ 0121 0-4
2100/ 0111 0-5
2100/ 0111 0-4
2900/ 0935 0-3
2900/ 0940 0-3
7540 W 4
7540 W 2
7540 W 2
7540 W2

E-5
E-5
E-5
E-3
E-3
E-6
8495 E-4
8495 E-4
8404 E-4

12
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NUMBER
B-1

B-3
B-4

TAB B
WATCH BI LL
I NDEX

DESCRI PTI ON

Medi cal Cor ps
Nur se
Physi ci an Assistants

Hospi tal Corpsman

13

PAGE
19
20
21
22



TAB B-1

WATCH BI LL FOR MEDI CAL CORPS
BI LLET
M T WTF SSMTWTVFSSMTWTF S S

36829
AS AS AS AS N2 E N1 AS AS AS AS A1 AS A2 AS E AS AS AS AS AS

44029
AS AS AS AS AS ASE AS AS AS AS AS ASE AS AS AS AS AS AS E

44049
NS NS NS NS NSE NS NSNSNSNSNSE NSNSNSNSNSNSE NS

KEY:
A

AM wat ch (0700- 1900) .

Ni ght watch (1900-0700).

Excused.

I CU 1.
I CU 2.

nw N B m Z
1

Specialty Treatnment Area.

14



TAB B- 2
WATCH BI LL FOR NURSE

BI LLET
M T WTF SSMTWTVFSSMTWTF S S
34049
AAA A A A A * NNNNNN*AAAAAA*
31119
N NNNN*AAAAAA* NNNNNN* N
KEY:
A = 0700-1900.
N = 1900-0700.
* = Call.

15



TAB B-3

WATCH BI LL FOR PHYSI CI AN ASSI STANTS
BI LLET

M T WTF SSMTWTVFSSMTWTF S S

36169
A2 E A2 A2 A3 A3 A3 A3 A2 E N2 N2 N2 N2 N2 N2 N2 E A2 A2 A2

36189
AS AS AS AS E AS AS AS A3 A3 AB ASE NS NS NS NS NS NS NS E

36191
NS NS NS NS NSNSE AS AS AS AS E AS AS AS A3 A3 A3 AS E NS

36209
N2 N2 N2 E A2 A2 A2 A2 E A2 A2 A2 A3 A3 A3 A2 E N2 N2 N2 N2

KEY:
A = AM wat ch (0700 - 1900).

Ni ght wat ch (1900-0700).

Excused.

Specialty Treatnment Area.

Treat ment Team 2/ Casualty Recei vi ng Area.

w N OOom 2
1l

Treatnent Team 3/ Casualty Receiving Area.

NOTE: AlIl Physician Assistants will work in the Specialty Treatnent Area until
activated to work on a treatnment teamin Casualty Receiving Area. Team 2 will
be activated first, then Team 3.

16



TAB B-4

WATCH BI LL FOR HOSPI TAL CORPSMEN
BI LLET
M T WTF SSMTWTFSSMTWT F

36019+
AAAAA* AAAAAA* A AAAAA

34039
A A A A A A * A A A A AA* A A A A A
31101
A A A A A E DI NINNNNNIEAAAAA
34041
N NN NNNIEAAAAATEDNNNNN
31363
A A A A A A DNINNNNNEAAAAE
31365
N NN NNNIEAAAAE A DNNNN N
35019+
A A A A A EAAAAAA* A A A A A A
44019
N NN NNNUIEAAAAATEIDNNNNN
44021
A A A A A A DNNNNNNEAAAAE
KEY:
A = 0700-1900.
N = 1900-0700.
E = Excused.
* = Call.
+ = Permanent AM wat chst ander.

17



NUVBER
c1
C2
C3
C4
C5
C6
C7
C 8
(o
C 10
c11
C 12
C 13
C 14
C 15
C 16
C 17
C 18
C 19
C 20
c 21

C 22

C 23

TAB C
PROCEDURES

I NDEX
TI TLE
El ectrosurgi cal Apparatus
Set Up for Closed Chest Drainage
Defibrillation
Sharp Item Precauti ons
Open d ovi ng Techni que
Laboratory Manual for Ward Personne
Surgi cal Prep
Pneumati ¢ Tourni quets
Cardi ac Arrest Procedure
Reaction to Medi cal Energencies
Air Splint
Thomas Ring Leg Traction Splint
Chest Tube Insertion
Treatment for Heat Cranps
Treat ment for Exhaustion
Treatment for Heat Stroke
Treatment for Hypothernia
Treatment for Cold Injury to Extremty
I nfecti on Control
Communi cabl e Di seases

Procedures for Rel ease of Medical
I nf or mat i on

Procedure for Pick-up and Delivery of
Hospital Laundry

Procedure for Handling and Laundering
Cont anmi nat ed Li nens

18

PAGE
25
30
32
47
49

51
53
55
57
60
62
64
69
71
73
76

83
87
88

90

91



C 24

C 25

Encl

A

ENCLOSURES

Pati ent Procedures for Handling
Expatriated Prisoners of War

Casualty with Unexpl oded Ordnance
Enmbedded

Rul e of Ni nes

19

93

95

68



TAB C-1
ELECTROSURG CAL APPARATUS
A. PURPCSE: To coagul ate blood vessels, tissue or cut tissue.
B. DEFINTION. Enploynent of the passage of high-frequency oscillating
sgggEZTE_EUTTEntS t hrough tissue between two el ectrodes to coagul ate or cut

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

El ectrosurgical unit (Bovie) generator.
Sterile active electrode tip (blade, |oop, ball, or needle tips).

Conduct or cord.

1
2
3
4. Gounding device (inactive el ectrode).
5 El ect rode gel
6 SF 516 QOperation Report.
7 I ntra-operative Nursing Note.
D. CRITER A:

1. Personnel can specify hazards in using electrosurgical unit.

2. Only aqueous antiseptic solutions, not alcohol, are used in skin
preparation.

3. Al other electrical equipment used concurrently is plugged into a
separate electric power source or is battery operated.

4. Only npist sponges are used on sterile field.

5 Use and mmai nt enance of equipnent is in accordance with the operating

6. A grounding plate is placed under the patient.
7. Electrosurgical unit is operated at correct current |evel

E. SPECI AL CONSI DERATI ONS

Quality of current can be controlled and differences in wave form patterns
(danping) will determ ne tissue reaction to the current.

1. Coagulating current - is a danmped current which has a continuous pattern
of surges that rapidly dinminish to short tine periods and gaps. As the current
approaches the active electrode, the heat intensity increases and the snml
vessel end is seared. This is produced by a spark-gap circuit.

2. Cutting current - is an un-danped waveform whi ch does not di m nish but
retains a constant output of high-frequency current. It fornms an arc between

20



tissues that cuts the tissue. This is produced by a vacuum tube oscill ator

3. Blended current - is a blend of danped and un-danped waveforns desi gned
to achieve both coagul ating and cutting effects.

F. STEPS:

1. Before bringing the patient into OR Modul e, Surgical Technician wll
prepare equi pnent .

(a) Check grounding device cord for frays.
(b) Cover grounding plate with el ectrode paste, if applicable.

(c) Plug electrosurgical unit into power source and check for
function by turning power switch on and off.

(d) Set the rheostats (power setting) on the | owest setting.

2. After patient is anesthetized and properly positioned, and prior to
begi nning the preoperative skin preparation, the circulating nurse wll:

(a) Place inactive electrode grounding plate under patient as cl ose
as possible to the surgical site without interfering with the sterile field.

(1) Loosen the safety strap fromthe patient's thighs.

(2) Roll the patient toward self.

(3) Position plate under patient's buttock or thigh in area free
of hair or scars. Oher acceptable sites include the upper arm and abdonen.
Avoi d bony proni nences.

(4) Apply pad transversely rather than | ongitudinally.

(5) |If using disposable pad, peel protective covering, and apply
pad to thigh.

(b) Connect inactive electrode to the el ectrosurgical unit.
3. After draping is done, the Surgical Technician wll:
(a) Connect appropriate electrode tip to handl e and conductor cord.

(b) Hand end of conductor cord off sterile field to circulating
nur se.

4. The Circulating Nurse wll:
(a) Attach conductor cord to outlet in unit and turn unit on

(b) Adjust the setting for cutting and/or coagul ation | AWt he
surgeon's orders

(c) Turn switch off until required by surgeon

(d) Place foot pedal near surgeon's foot, if applicable. Sone

21



active electrodes have a built in hand control
5. Surgeon will operate the electrosurgical unit during the procedure
6. Upon conpletion of the operation, the circulating nurse wll:
(a) Disconnect and renpve the el ectrosurgical unit.
(b) Turn rheostats to the | owest setting.
(c) Turn the unit off.
(d) Disconnect active and inactive connections fromthe unit.
(e) Renpve the inactive grounding device from patient.
(f) Clean electrode paste frompatient if grounding plate was used
7. During cleaning up tinme in OR Module, the OR Tech will:
(a) Renpve el ectrode paste from groundi ng pl ate.
(b) Disinfect equipnment with germcidal solution
(c) Move equipnment to the side, out of the way.

G SAFETY PRECAUTI ONS

El ectrical burn through the patient's skin is the greatest danger in using
an electrosurgical unit. The follow ng precautions should be taken

1. Alert anesthesiologist about anticipated use of electrosurgery. Be
careful in using around nouth, head, or plural cavity. Follow safety
regul ations for use with all inhalation anesthetic agents.

2. Place ECG el ectrodes as far away from operative site as possible.

3. Never use flanmabl e agents, such as al cohol, in skin preparation

4. Al ways use new groundi ng pad when replacenent is necessary.

5. Connect all other electrical equipnent used on patient to a separate
el ectrical power source or use batteries to operate.

6. Use only npist sponges on sterile field to prevent fire.
7. Follow operating manual instructions for use and care of equi pnment.
8. Ensure that unit bears a current Medical Repair |nspection Tag.

H  RESPONSIBI LITY:

1. Circulating Nurse.
2. OR Technician

3. Surgeon.
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I . REFERENCES:

Berry and Kohn's Introduction to Operating Room Techni que, by L. Atkinson
and M Kohn, McGraw-Hi Il Book Conpany.
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TAB C-2
SET UP FOR CLOSED CHEST DRAI NAGE

A. PURPCSE: To provide sterile closed chest drai nage system for the post
operative evacuation of air and fluids fromthe pl eural cavity.

B. DEFINITION: Insertion of a tube into thorax that is connected to an
underwat er suction device to cause negative pressure thereby permtting the |ung
to re-inflate.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

Chest tube (36, 32, or 28 FR straight tube).
Large sterile henostat.

Tubing with straight catheter.

Underwat er seal bottle or device (Pleur-Evac).
Sut ure.

Scal pel bl ade and handl e.

Sut ur e.

Bet adi ne prep sol ution.

© ® N o2 0 kA 0 Db PR

Dressing (xeroform gauze, 4x4s).

[EEN
°

Tape, water proof.

[EY
[EY

Sterile distilled water.

[EEN
N

Irrigating syringe (Tooney).
13. Thoracic suction machine (Sorensen).
D. CRITER A
1. Aseptic technique will be used.
2. Lungs inflate after chest tube is inserted.
3. Suction is not turned on until ordered by surgeon

E. STEPS:

1. Circulator will:
(a) Prepare Pleur-Evac at work table.

(b) Fill suction colum to 20-cmlevel with sterile water using Tooney
syringe as a funnel

(c) Fill water-seal colum to 2-cmlevel with sterile water
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(d) Label Pleur-Evac with date and tine it was initiated.

2. Using sterile technique, the Circulator will pass the chest tube of
specified size and 2-way chest tubing onto the sterile filed for surgeon to
i nsert.

3. After inserting the chest tube, the surgeon will pass the sterile
connecting tube fromthe field, keeping the tip sterile.

4. The Circul ator aseptically connects the tubing to the Pl eur-Evac
col l ection device.

5. The thoracic suction apparatus (Sorensen) is turned on at the direction
of the surgeon. Suction is increased until 20 - 30 cm of water pressure is
obt ai ned.

6. After sterile dressings are applied, secure all connections with
wat er pr oof tape.

7. Record the nunber, size, and type of chest tubes used on the Operation
Report in space |abeled "Drains.”

8. Place drainage system bel ow | evel of patient's chest.

F. RESPONSIBILITY:

1. Surgeon.

2. Circulator,for set up
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TAB C-3
DEFI BRI LLATI ON

A. PURPCSE: To terminate ventricular fibrillation imediately, facilitating
the establishnent of an effective cardiac rhythm This is the first and only
treatnment for ventricular fibrillation.
B. DEFINITION: Also known as precordial shock, it is the conduction of an
el ectrical inpulse into the heart to depol arize cardi ac nuscle and convert
fibrillation rhythminto normal sinus rhythm

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

Defibrillator with external paddles.
Batteries.
ECG nmonitor with recorder.

Conducti ve nmedi um

Oxygen therapy equi pnent.
Ai rways.

1.
2
3
4
5. Cardio Resuscitation Kit (Sparks Kit).
6
7
8 Endotracheal Anesthesia Set.

9

AMBU bag.
10. Suctioni ng equi pnent.
D. CRITER A

1. Conversion of an abnormal rhythm followi ng a precordial thunp or cough
has been well denonstrated in patients with ventricular tachycardia and conpl ete
heart block. Recently, it has been denonstrated as well for ventricul ar
fibrillation. Because the speed of defibrillation is critical, a solitary
precordial thunp is recomended for all w tnessed cardiac arrests when a
defibrillator is unavailable. When a precordial thunp is used in patients who
have ventricul ar tachycardia and a pulse, a defibrillator should be available
since ventricular fibrillation can be induced. A precordial thunp is delivered
to the center of the sternumwith the hypothenar aspect of the fist and froma
hei ght of no nore than 12 inches.

2. Defibrillator battery will be charged and ready to use at all tines.

3. Person in charge of the arrest will insure all personnel stand clear so
that only the patient will receive the electrical current when "ALL CLEAR' is
cal | ed.

E. STEPS:
1. Initiate basic cardiac |ife support (BCLS) and summon defibrillation

equi pment and assi st ance.
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2. Verify ventricular fibrillation by ECG Correlate with the clinica
state of patient.

(a) Establish an airway or use existing endotracheal tube if in
pl ace.

(b) Performexternal cardiac nmassage until defibrillator is ready.
In the OR, internal cardiac massage may be necessary.

(c) Wen patients are nmonitored and defibrillation equipnent is
avail abl e, proceed with defibrillation

3. Prepare to defibrillate.

(a) Obtain battery operated defibrillator.

(b) Check battery I|evel

(c) Prepare defibrillator paddles by covering entire metal surface
wi th conductive medium (The conductive nmediumis needed to reduce skin
resistance to current flow, prevent skin burns, and allow for optimal current
flow to the nyocardium)

(d) Dial 200 watts/seconds (Joul es).

(e) Activate charge button to charge unit with electrical current.

(f) Validate that defibrillator unit is in the non-synchronized
node so machine will fire correctly.

g) Place paddles firmy into position against chest wall using
25- 30 pounds of pressure.

(1) Best position - transverse position

a Place one paddle at 2nd intercostal space right of
sternum

b Place second paddle at 5th intercostal space mid-
clavicular line, left of sternum

(2) Alternate position - anterior-posterior position
a Place one paddle at anterior-precordial area.
b Place 2nd paddle at posterior-intrascapul ar area.

(h) Recheck ECG rhythm on cardi oscope to validate Ventricul ar
fibrillation pattern.

(i) Gve conmmand to stand clear of bed/litter/OR table prior to
defibrillation to mnimze risk of mcro or nmacro shock to staff.

4. Defibrillate the patient.

(a) Depress the discharge button while simultaneously keeping both
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paddles in place until the electrical current is delivered.
(b) Check ECG rhythm on cardi oscope for changes in pattern

(1) If ventricular fibrillation persists, repeat
defibrillation i mediately.

(2) Continue CPR during any delays in defibrillation

(3) If a second attenpt is unsuccessful, immediately
defibrillate with up to 360 Joul es.

(4) |If the ECG nonitor shows an organi zed rhythm check for a
pul se. Continue CPR if no pul se present.

(5) If unsuccessful, continue with current ACLS protocol

VENTRI CULAR FI BRI LLATI ON

Thi s sequence was devel oped to assist in teaching howto treat a broad range
of patients with ventricular fibrillation (VF) or pul sel ess ventricul ar
tachycardia (VT). Sone patients nay require care not specified herein. This
al gorithm should not be construed as prohibiting such flexibility. The flow of
the algorithmpresuned that VF is continuing. CPR indicates cardi opul nonary
resuscitation.

W tnessed Arrest Unwi t nessed Arrest
Check pulse - |If no pul se Check pulse - If no pul se
Precordi al Thunp CPR until a defibrillator is available
Check pulse - If no pul se

Check monitor for rhythm- if VF or VT
Defibrillate, 200 Joules °
Defibrillate, 200-300 Joules °
Defibrillate with up to 360 Joules °

CPR if no pul se
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Establish |1V access
Epi nephrine, 1:10,000, 0.5-1.0 ng |V push °
Intubate if possible ¢
Defibrillate with up to 360 Joul es
Li docai ne, 1 ng/kg IV push
Defibrillate with up to 360 Joul es
Bretylium 5nmg/kg |V push °
(Consi der Bicarbonate)f
Defibrillate with up to 360 Joul es
Bretylium 10 ng/kg IV push °
Defibrillate with up to 360 Joul es
Repeat Li docaine or Bretylium
Defibrillate with up to 360 Joul es

NOTES:

1. Pulseless ventricular tachycardia should be treated identically to
ventricular fibrillation

2. Check pulse and rhythm after each shock. |If VF recurs after
transiently converting (rather than persists w thout ever converting), use
what ever energy | evel has previously been successful for defibrillation.

3. Epinephrine infusion should be repeated every five (5) mnutes.

4. Intubation is preferable. |If it can be acconplished sinmultaneously
with other techniques, then the earlier the better. However, defibrillation and
epi nephrine are nore inportant initially if the patient can be ventilated
wi t hout i ntubation.

5. Sone nmy prefer repeated doses of |idocaine, which nay be given in 0.5
mg/ kg douses every 8 minutes to a total dose of 3 ng/kg.
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6. The val ue of sodium bicarbonate is questionable during cardiac arrest,
and it is not reconmended for the routine cardiac arrest sequence.
Consi deration of its use in a dose of | nEg/ kg is appropriate at this point.
One half of the original dose nay be repeated every 10 ninutes if it is used.

SUSTAI NED VENTRI CULAR TACHYCARDI A

Thi s sequence was devel oped to assist in teaching howto treat a broad range
of patients with sustained ventricular tachycardia (VT). Sone patients may
require care not specified herein. This algorithmshould not be construed as
prohibiting such flexibility. The flow of the algorithmpresunes that VT is
continuing. VF indicates ventricular fibrillation; IV, intravenous.

No Pul se Pul se Present
Treat as VF St abl e Unst abl e
@3 @3
I'V Access I'V Access
Li docai ne, (Consi der sedation)®
1 nog/ kg
Li docai ne, Cardi overt,

0.5 nmg/ kg every 50 Joul es
8 min. until VT
resol ves, or up Cardi overt, ,

to 3 ng/kg. 100 Joul es
Procai nan de, Cardi overt,
20 ng/mn until 200 Joul es

VT resolves, or
up to 1, 000 nyg. Cardiovert, with
up to 360 Joul es

Cardiovert as in |If recurrent, add

unstabl e patients Lidocaine and
cardi overt again
starting at energy
| evel previously
successful; then
procai nam de or
Bretylium
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NOTES:

1. If the patient becones unstable (see Footnote b for definition) at any
tinme, nove to the "Unstable"” armof the al gorithm

2. Unstable = synptonms (e.g. chest pain, dyspnea), hypotension (systolic
BP <90 mm Hg), congestive heart failure, ischema, or infarction

3. Sedation should be considered for all patients, including those
defined in Footnote b as unstable, except those who are henodynanically unstable
(e.g., hypotensive, in pul nonary edenm, or unconsci ous).

4. | f hypotension, pul nonary edenmm, or unconsciousness i s present,
unsynchroni zed cardi oversi on should be done to avoid the delay associated with
synchroni zat i on.

5. In the absence of hypotension, pul monary ederma, or unconsci ousness, a
precordial thunp may be enpl oyed prior to cardi oversion

6. Once VT has resolved, begin an IV infusion of the antiarrhythn c agent

that has aided the resolution of the VI. |[|f hypotensive, in pul nonary edenm, or
unconsci ous, use lidocaine if cardioversion alone is unsuccessful, followed by
bretylium In all other patients, the recommended order of therapy is

| i docai ne, procai nan de, and the bretyulium

ASYSTOLE ( CARDI AC STANDSTI LL)

Thi s sequence was devel oped to assist in teaching howto treat a broad range

of patients with asystole. Some patients may require care not specified herein.
This al gorithm should not be construed to prohibit such flexibility. The flow
of the algorithm presunes asystole is continuing. CPR indicates cardi opul nonary
resuscitation; VF, ventricular fibrillation; IV, intravenous.

If rhythmis unclear and possibly ventricul ar

fibrillation, defibriILate as for VF.

If Asystole is present

Conti nue CPR

Establish IV access

Epi nephri ne, 1:10,000,0.5-1.0 ng |V push °

I nt ubat e when possible °

Atropine, 1.0 ng |V push (repeated in 5 mn)

(Consi der bi carbonat e)

Consi der paci ng

NOTES:
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1. Asystole should be confirnmed in two | eads.
2. Epinephrine should be repeated every 5 m nutes.

3. Intubation is preferable; if it can be acconplished sinultaneously
with other techniques, then the earlier the better. However, CPR and the use of
epi nephrine are nore inportant initially if the patient can be ventil ated
wi t hout intubation. (Endotracheal epinephrine may be used.)

4. The value of sodium bicarbonate is questionable during cardiac arrest,
and it is not reconmended for the routine cardiac arrest sequence.
Consi deration of its use in a dose of 1nEg/kg is appropriate at this point. One
hal f of the original dose may be repeated every 10 minutes if it is used.

ELECTROVECHANI CAL DI SSOCI ATl ON

Thi s sequence was devel oped to assist in teaching howto treat a broad range
of patients with el ectronechani cal dissociation (EMD). Sone patients may
require care not specified herein. This algorithmshould not be construed to
prohibit such flexibility. The flow of the algorithm presunes that EMD is
continuing. CPR indicates cardiopul nonary resuscitation; |V, intravenous.

Conti nue CPR

Establish IV access

Epi nephrine, 1:10,000, 0.5-1.0 ng IV push °

I nt ubat e when possible ®

(Consi der bi carbonat e)

Consi der Hypovol em a

Car di ac Tanponade,

Tensi on Pneunot hor ax,

Hypoxeni a

Aci dosi s,

Pul nronary Enbolism

NOTES:

1. Epinephrine infusion should be repeated every 5 nmi nutes.

2. Intubation is preferable. |If it can be acconplished sinultaneously
with other techniques, then the earlier the better. However, epinephrine is
nore inportant initially if the patient can be ventilated w thout intubation

3. The value of sodium bicarbonate is questionable during cardiac arrest,
and it is not reconmended for the routine cardiac arrest sequence.

Consi deration of its use in a dose of 1 nEg/kg is appropriate at this point.
One half of the original dose may be repeated every 10 minutes if it is used.
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PAROXYSMVAL SUPRAVENTRI CULAR TACHYCARDI A

Thi s sequence was devel oped to assist in teaching howto treat a broad range
of patients with sustained PSVT. Sone patients may require care not specified
herein. This algorithmshould be not construed as prohibiting such flexibility.

The flow of the algorithm presunes PSVT is continulng.

Unst abl e St abl e

Synchronous Cardi oversi on Vagal Maneuvers
75 - 100 Joul es

Synchronous Cardi oversion Verapanil, 5 ng IV

200 Joul es

Synchronous Cardi oversi on Verapanmi|l, 10 ng IV

360 Joul es (in 15-20 mn)

Correct underlying abnormalities Cardi oversion, Digoxin
B- Bl ockers, Pacing as
i ndi cated

Phar macol ogi cal Therapy -
Car di oversi on

I f conversion occurs but PSVT recurs, repeated electrical cardioversion is
not indicated. Sedation should be used as tine permts.

BRADYCARDI A

Thi s sequence was devel oped to assist in teaching howto treat a broad range
of patients with bradycardia. Sone patients nay require care not specified
herein. This algorithm should not be construed to prohibit such flexibility.
A-V indicates atrioventricular.

Sl ow Heart Rate (<60 beats/nn)

Si nus or Second Degree Second Degree Third Degree
Junct i onal A-V Bl ock A-V Bl ock A-V Bl ock
Type | Type |
Si gns or Synpt ons ® Si gns or Synpt ons ®
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No Yes No

Observe Atropine, 0.5-1.0 ng Transvenous
Pacemaker

Continued Signs and Synptons b

No Yes
For Second For Second Repeat Atropine, 0.5-1.0 ng.
egree Type |1 Degree Type |,
or Third sinus or junctional
Degr ee:
Conti nued Si gns/ Synpt ons ®
Transvenous Qbserve
Paceraker
Yes
Ext er nal Pacenaker
or
| soproterenol, 2-10 ng/min °
Transvenous Paceneker
NOTES:

1. A solitary chest thunp or cough may stinulate cardiac electrica
activity and result in inproved cardiac output and nmay be used at this point.

2. Hypotension (BP <90 mm Hg), PVCs, altered nmental status or synptons
(e.g., chest pain, dyspnea), ischemia, or infarction

3. Tenporizing therapy.

VENTRI CULAR ECTOPY:
ACUTE SUPPRESSI VE THERAPY

Thi s sequence was devel oped to assist in teaching howto treat a broad range
of patients with ventricular ectopy. Sone patients nmay require therapy not
speci fied herein. This algorithm should not be construed as prohibiting such
flexibility.

Assess for need for
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Acut e Suppressive Therapy
Rul e out treatable cause
Consi der serum potassi um
Consider digitalis |evel
Consi der bradycardi a

Consi der drugs
Li docai ne, 1 ng/kg

I f not suppressed, repeat |idocaine
0.5 mg/ kg every 2-5 min. until no ectopy,
or up to 3 ng/kg given

I f not suppressed, procainanide 20 ng/mn
until no ectopy, or up to 1,000 ng given

I f not suppressed, and not contraindicated,
bretylium 5-10 ng/ kg over 8-10 nin.

I f not suppressed, consider overdrive pacing

Once ectopy resolved, maintain as follows:

After Lidocaine, 1 ng/kg Li docaine drip, 2 ng/nmin

After Lidocaine, 1-2 ng/kg Li docai ne drip, 3 ng/nin

After Lidocaine, 203 ng/kg Li docaine drip, 4 ng/mn

After Procainani de Procai namide drip, 1-4 ng/mn (check bl ood
| evel)

After Bretylium Bretyliumdrip, 2 nmg/nin

4. Assess patient status and precipitating factors to prevent further
deconpensati on of the patient.

5. Provide post defibrillation care.
(a) Performa conplete base-line physical assessnent of patient.
Assess vital signs, peripheral pulses, respiratory pattern, and | evel of
consci ousness.
(b) Monitor ECG rhythm wat ching for arrhythni as.
(c) Obtain a 12 lead ECG to assess nyocardi al damage.

(d) Adnminister oxygen to reduce hypoxem c state.
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(e) Assess chest wall for any burns. Apply Silver Sulfadiazine to any
bur ned areas.

(f) Establish an IV line for nedication admnistration, if not
present.

(g) Adnminister prescribed nmedications | AW Physician Orders.

(1) Mnitor drips of antidysrhythnm c drugs (lidocaine)
careful ly.

(2) Observe patient and ECG pattern for nedication effects.

6. Docunent defibrillation on Cardiac Arrest Flow Sheet. Record the
foll owi ng:

(a) Ventricular fibrillation was observed on nonitor. [|f avail able,
include pre-defibrillation ECG rhythm strip.

(b) Nunber of times defibrillation was attenpted.
(c) Voltage used with each attenpt.

(d) Post-defibrillation ECG rhythm Include an ECG rhythmstrip if
avail abl e.

(e) Physiological multisystem status.
(f) Death.
F. PRECAUTI ONS
1. Check that equipnent is properly grounded to prevent current | eakage.

2. Disconnect other electrical equipnment attached to patient to prevent
possi bl e equi prent damage from the vol tage surge

3. Use conductive nedium on paddl es conservatively to prevent over arcing
of the current flowto the patient.

4. Clean defibrillator of remaining electrical current imediately after
use. Never set charged defibrillator paddl es down.

5. Check that defibrillator is in non-synchronized node such that it is not
dependent upon an R wave to trigger defibrillation

G COWPLI CATI ONS

1. Dysrhythm as

2 Cardi ac arrest

3 Respiratory arrest

4. Neurol ogical inpairnment
5

Altered skin integrity.
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6 Pul monary edema

7 Pul monary or system c enboli
8. Equi prent mal functi on.

9 Deat h

H.  RESPONSIBI LITY:

1. Medical Oficer will defibrillate the patient.

2. Nurse will administer nedication, assist with CPR, and record the
information in the patient's chart.

3. Hospital Corpsman will inspect and nmaintain the defibrillator equipnment
and supplies in working order. Supplies for the Sparks Kit will be obtained
from Material Managenent Departnent.
| . REFERENCE

1. Interim Guideline for Advanced Cardiac Life Support (ACLS), The Anerican
Heart Associ ati on.

2. Textbook of Advanced Cardiac Life Support (ACLS), The Anerican Heart
Associ ati on.
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TAB C-4
SHARP | TEM PRECAUTI ONS
A. PURPCSE: To dispose of used needles and knife blades in a safe manner. To
prevent injury and potential risk of contacting hepatitis, syphilis, malaria,
aspergillosis, or Aids.
B. DEFINITION. NA

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Needle rack.
2. Perforated stainless steel box.
3. Needl e hol der
D. CRITER A
1. Needles are never discarded |oose in trash receptacles.

2. Knife blades are always renoved from handl es before reprocessing is
done.

3. Sharp objects nust be enclosed and secured so they cannot perforate the
receptacle.

E. STEPS:
1. Upon conpletion of surgical case, the Surgical Tech wll:
(a) Separate sharp objects fromother instrunments.
(b) Renopve knife blades from handl es.
(1) Point the blade toward table away from self.
(2) Renpve blades with a needl e hol der, never use fingers.
(3) Place used blades in a non-penetrabl e box.

_ (c) Place reusable surgical needles, either on needle rack or |oose,
into a perforated stainless steel box.

(d) Dispose of needles in a needle-destruction unit.
2. CSR Decontanination Technician will:

(a) Renopve any bl ades/ needl es from non-operating roomdepartnments in
the sane manner as the Surgical Technician

(b) Run reusable needles, placed in a perforated stainless steel box
through the washer-sterilizer.

3. CSR Collection HMwi | | :
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(a) Collect needle destruction units every other day and enpty
contents into a firm self-closing box with padded adhesive tape to secure the
openi ng.

(b) Collect the firm self-closing boxes |ocated in operating room
support space that contain used knife bl ades.

(c) Take the sealed, |abeled contam nated boxes to Environnent al
Heal th Departnent for final disposition.

4. |f accidently puncture/cut finger with contam nated needl e/ kni fe bl ade,
do the foll ow ng:

(a) Notify area supervisor.

(b) Report to Specialty Treatnent Area for first aid.

(c) Conplete an incident report on NAVMED 6010/ 14 form
F. RESPONSI BI LI TY:

1. OR Techni ci ans.
2. CSR Techni ci ans.

3. Environnental Health Departnent.
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TAB C-5
OPEN GLOVI NG TECHNI QUE

A. PURPCSE: Sterile gloves are worn to exclude skin as a possi bl e contan nant
and to create a barrier between sterile and unsterile areas.

B. DEFIN TION:
Open gl ove technique - gloves are worn al one without sterile gown.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

Sterile gloves by size.
D. CRITER A

1. dove packages are opened away from ot her packages to avoid any chance
of contani nati on.

2. Hands will never touch outside of sterile glove.
3. Hands will be kept above waist |evel at all tines.
E. STEPS:

1. Wash and dry hands thoroughly.

2. Open wrapper with glove section facing upward as shown in enclosure B
figure 1.

3. Place inner wrap on clean surface and open as shown in enclosure B
figure 2. Do not touch inside surface of w apper.

4. Wth the left hand:
(a) Lift the right glove out by the cuff (enclosure B, figure 2).
(b) Lift glove straight up from paper w apper.
5. Holding onto the inner surface of folded cuff, pull glove on over
fingers as illustrated in enclosure B, figure 3. (Adjust fingers after the
second glove is on.)

6. Place four fingers of gloved hand under cuff of second glove as shown in
encl osure B, figure 4.

7. Pull glove on hand keeping thunb up and back; adjust fingers for proper
fit.

F. REFERENCES
NAVMED P5066A, Nursing Procedures Manual
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TAB C-7
SURG CAL PREP

A. PURPCSE: To make the operative site as free as possible fromtransient and
resident mcro-organisns, dirt, and skin oil

B. DEFIN TION: Mechanical cleansing of operative site and surrounding area
using an antiseptic agent.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Skin prep tray.
(a) Four towels.
(b) Two small basins.
(c) Sponges 4x8 in., 4x4 in., 3x3 in. sizes.
(d) Cotton applicators.

2. Betadine solution (paint).

3. Betadine scrub (soap).

4. Hiblicens (if allergic to I|odine).

5. Intra-operative Nursing Note.

D. CRITERI A
1. Verify allergy history to iodine before using surgical prep

2. Betadine solution will remain on surgical site to define area of
application.

3. Sponge will be changed after noving fromcenter of surgical site to
peri phery.

4. Skin will be dry before sterile drapes are appli ed.

E. STEPS:

1. Begin skin prep after patient has been anesthetized and positioned on
the operating table.

2. Option: Shave hair fromsurgical site if necessary and not done in OR
Prep and Hol d.

3. Expose skin area to be prepared by fol ding back cotton bl anket and gown
to 2 inches (5 cm beyond linmts of prep area.

4. Don sterile gloves.

5. Mark linits of prep area with sterile towels above and bel ow site.
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6. Place sterile absorbent towels along side of site to absorb runoff
sol uti on.

7. Wet sponge with Betadine scrub, squeezing out excess sol ution.

8. Scrub skin, starting at site of incision, with a circular notion in
ever-wi dening circles to the periphery.

9. Use sone pressure and friction when scrubbing.
10. Discard sponge after reaching the periphery.

11. Repeat scrub with a separate sponge for each round for a duration of 5
m nut es.

12. Wpe off Betadine scrub and repeat steps 6-10 with Betadi ne solution.
13. Allow Betadine solution to air dry on skin.
14. See reference for prepping special surgical sites.

F. RESPONSIBILITY:

1. Surgical Technician.
2. Circulating Nurse.
G REFERENCE:

Berry and Kohn's Introduction to Operati ng Room Techni que by L. Atkinson and
M Kohn, McGaw-H IT Book Conpany.
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TAB C-8
PNEUMATI C TOURNI QUETS

A. PURPCSE: To restrict blood flowto an extrenmity during an operative
procedure thereby reducing blood | oss and maintaining a cleaner operative field.

B. DEFINITION:. NA.
C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Pneumatic tourniquet.
2. 3"unsterile webril.
3. Tourniquet cuff.
(a) Adult leg 34."
(b) Adult arm24."

(c) Pediatric extremties 12" to 18" depending on the age and size of
the child.

D. CRITER A

1. Time will be recorded for tinme tourniquet was applied, renoved, and
total tine in place.

2. Surgeon will be the only person controlling the use of a tourniquet.

E. STEPS:

1. Wap the extremity with webril at the place where the tourniquet is to
be | ocated. Avoid |eaving any winkles in the padding.

2. After obtaining pernission fromanesthesia, apply the appropriate sized
cuff to the extremty. Cuff should be snug, but not tight. Position the cuff
so that the connector will be protruding laterally to prevent any one from
|l eaning on it thus affecting the pressure during the operative procedure.

3. Once the patient has been draped in a sterile manner, the surgeon will
call for tourniquet to be inflated to a specific pressure. Set the desired
pressure on the control box and inflate. The operation of the tourniquet
controls will usually be handl ed by the anesthesi ol ogi st/ nurse anestheti st.
Start the tine clock and record the "up" time on the operative report.

4. Check the tourniquet box frequently during the operative procedure
meki ng certain that the desired pressure is being nmaintained.

5. Notify the surgeon every half hour (30 mns.) regarding the tota
tourni quet tine.

6. Deflate the tourniquet ONLY when so instructed by the surgeon. Stop the

time clock and record the "down" time on the operative report, as well as the
"total" tourniquet tine
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7. Should the tourniquet be inflated and deflated nore than once during a
case, each inflation period will be recorded and totaled, and a final report of
all inflation periods will be included on the Operative Report.

8. Handl e the tourniquet boxes carefully. The pressure regulators can be
easi |y damaged.

9. Once a week, wash the tourniquet cuffs using "lvory" |iquid detergent.

Be careful not to get any water inside the bladders. Let themair dry in the OR
Support Area.

F. RESPONSIBILITY:

1. Surgeon - Orders use

2. Circulating Nurse - Recording tine
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TAB C-9
CARDI AC ARREST PROCEDURE

A, PCOLICY: In the event of sudden cessation of breath, heartbeat, or both,
every effort shall be nade to re-establish respiratory and/or circulatory
function as soon as possible. Cardiopul nonary resuscitation shall initiated in

each incident, unless counter-mnded by a Medical Oficer or by witten order in
the patient's record.

B. PROCEDURE:

1. After assessnent of cardiac or respiratory arrest is made, imediately
initiate basic |ife support.

(a) Verify unresponsiveness.

(b) Call for help.

(c) If unresponsive, open the airway.
(d) Check for breathing.

(e) If not breathing, give 2 full ventilations, 1 to 1 1/2 seconds
each.

(f) Check carotid pulse.

(g) If pulse is absent, start chest conpressions 80 - 100 per m nute.
2. Have second person call arrest team

(a) Using field phone state "Code Bl ue" in.

(b) Conmuni cation personnel will announce over "PA" system "Code Bl ue"
and | ocation of code.

3. Have second or third person bring energency equi pnent to the scene.
(a) Emergency Cardio Resuscitation Kit.
(b) Oxygen cylinder
(c) Suction nmachine with all catheters attached
4. Menbers of arrest teamwll:
(a) Performchest conpression (one nenber)
(b) Manage airway and do ventilation (one nenber)
(c) Start an IV

(d) Draw up and admini ster nedications as directed by ACLS certified
menber or Medical O ficer. (One nenber)

(e) Recorder will docunent arrest on Cardiac Arrest Flow Sheet. This
menber will be the same throughout the energency.
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C. VITAL PO NTS
1. Basic |life support nust not be interrupted for nore than 5 seconds.

2. Advanced life support is only effective if proper basic life support is
initiated and mai ntai ned.

3. Conplete specific nursing notes showi ng the exact tine events were done
on Cardi ac Arrest Flow Sheet.

D. EDUCATI ON REQUI REMENTS

1. Al nedical personnel nust maintain Basic Cardiac Life Support (BCLS)
certification.

2. Al nedical officers and Critical Care Area Nurses should rmaintain
advanced Cardi ac Life Support (ACLS) certification

3. CPRdrills will be conducted nonthly on all nursing wards in order to
assure nedi cal personnel awareness of their role in a code.

E. RESPONSIBILITY:

The Medical O ficer in area.
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TAB C- 10
REACTI ON TO MEDI CAL EMERGENCI ES
A. PURPCSE: To establish the protocol to react to nedical energencies.

B. DEFINTION:. Medical Energency is a situation causing a |

ife threatening
condition that requires i medi ate nedical attention to sustain

ife.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED

1. Equi pnent.
(a) Crash cart.
(b) Litter with bl ankets.
2. Supplies.
(a) As provided on Crash cart.
(b) As requested by attendi ng Physician
3. Forns.
Chronol ogi cal Record of Patient Care (SF 600).
D. CRITERI A
Al'l equi prent properly supplied and functional

E. STEPS:

1. Shock.
(a) Lay patient down with feet elevated
(b) Keep patient warm
(c) Notify nedical officer.
2. Henorrhage.
(a) Apply direct pressure to area.
(b) Notify nedical officer
3. Pulnonary arrest.
(a) Establish airway.
(b) G ve nouth-to-nmouth.
4. Cardiopul nonary arrest.

(a) Establish airway.
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(b) Start CPR
(c) Notify nedical officer.
(d) Call code.
5. Qbstructed airway.
(a) Cear nouth.
(b) Four blows back, four ABD thrusts.
(c) Until airway opens.
(d) Notify medical officer.
6. Energency procedure for adverse reaction to contrast agents.
(a) Wth hives (urticaria), erythemn, itching, or angi oedens:
(1) Notify attending physician.
(b) Wth the above and dyspnea (difficulty in breathing):
(1) Call for help i mmediately.

(2) Apply a tourniquet above the injection site to inpede venous
and lynphatic flow, but not arterial circulation.

(3) Protect airway, suction as needed.
(4) @& high flow (10-15 L/min), by reservoir mask.

(5) Patient should be supine with | egs el evated unl ess
respiratory distress predoni nates.

(c) Assist the physician or nurse with the follow ng:
(1) Start large bore IV with NS TKO
(2) Epinephrine O.5 ng 1:1000 SQ in opposite arm
(3) Benadryl 50 nmg IV push by physician.

(d) Wth BP less than 80 and patient critical:
(1) IV NS wide open.

(2) Epinephrine 1:10,000 0.2ng to 0.3 ng may be given very
slowy 1V push by physician.

(3) Benadryl 50 ng IV push by physician.

(e) Transport to Casualty Receiving as soon as possible for further
definitive care.

7. Sinple fainting.
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(a)
(b)
(¢)

Lay patient down.

Keep warm

Noti fy medi cal

of ficer.

49



TAB C-11
Al R SPLI NT

A. PURPCSE: To immpbilize the extrenmty to prevent further injury and to
control pain.

B. DEFINITION: Splint made of plastic that is inflated.
C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED

Air splint.
D. CRI TER A

1. Assessnments of distal pulse's, skin color, and tenperature will be done
prior to and during splinting.

2. Splints will extend one joint above and bel ow the fracture site if
possi bl e.

3. Air splints will be inflated to allow a finger width of space between
the extrenmity and the splint.

4. Two persons will apply splints.

E. STEPS:

1. Assess distal pulses, skin color, and tenperature prior to applying the
splint.

2. Select appropriate size and type of air splint.
3 Dress open wounds with sterile dressings.
4. Renopve all clothing or jewelry on extrenmty.
5 Apply the splint.
(a) Use splint that is unzipped and defl ated.
(b) Have assistant hold proximal traction on extremty.

(c) Gab patient's hand or foot and slide splint over your hand on to
the extremty.

(d) Position splint one joint above and below fractured site. |If
applied to the arm extend splint beyond the end of the fingers.

(e) Miintain traction proximally and distally while inflating.

(f) Inflate splint to the point at which the finger will make a slight
dent against the splint.

6. Monitor circulation checks and pressure of splint every 30 m nutes.

7. Do not take x-rays until after splint is applied.
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RESPONSI BI LI TY:

Two Hospital Corpsman.
REFERENCE:

Advanced Trauma Life Support Course Manual, Anmerican Col | ege of Surgeons.
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TAB C-12
THOVAS RI NG LEG TRACTI ON SPLI NT

A. PURPCSE: To inmmpobilize the lower extremty to prevent further injury and to
control pain.

B. DEFINITION:. NA.
C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

Thomas Ring Leg traction splint.

D. CRITER A

1. Assessnents of distal pulses, skin color, and tenperature will be done
prior to and during splinting.

2. Manual traction will be perfornmed during the application of the traction
devi ce.

3. Two persons will apply splint.

E. STEPS:

1. Obtain Thomas Ring Leg traction splint.
2. Measure the unaffected leg with the traction splint.

(a) Place upper cushioned ring under the buttocks, adjacent to the
i schial tuberosity.

(b) Place two support straps above the knee and two bel ow t he knee.
3. Dress open wounds.

4. Have one person support the leg while the other renpves the shoe and
sock to performa circulatory check

5. Have one person apply manual traction to the |eg, while maintaining
support under the fracture and the calf.

6. Reassess the distal pulse after applying manual traction

7. Have one person nmintain nmanual traction on the leg, while the other
applies the ankle hitch around the patient's ankle and upper foot. Make the
bottom strap the sane | ength or shorter than the two upper cross straps.

8. Cently lift the fractured linmb while nmintaining support and traction
Slide the splint under the affected |l eg, with the padded upper ring snugly
agai nst the ischial tuberosity.

9. Gently lay the leg on the splint and extend the leg elevator. Snhugly
attach the top strap first.

10. Attach the ankle hitch to the traction hook while supporting the |eg.

52



11. Apply traction gently to the leg by turning the w ndlass knob until the
extremty appears stable, or in the conscious patient, until pain and spasm are
relieved.

12. Reassess the distal, pedal pul ses.

13. Secure the renmining straps.

14. Continually check circulation to the affected extremty.

F. RESPONSIBILITY:

1. Two Hospital Corpsman.
2. Medical Oficer.
G REFERENCE:

Advanced Trauma Life Support Course Manual, Anmerican Coll ege of Surgeons.
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TAB C-13
CHEST TUBE | NSERTI ON AND CARE

A. PURPCSE: To assist re-expansion of a lung by providing a systemthat will
col l ect fTuid drainage, blood, or air fromthe pleural cavity.

B. DEFINITION: Insertion of a tube into thorax that is connected to an
underwat er suction device to cause negative pressure thereby permtting the |ung
to re-inflate.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Chest tube.

2. Chest tube clanps (2).

3. Large sterile henpstat.

4. Tubing with straight catheter.

5. Underwater seal bottle or device (Pleur-Evac).
6. Scal pel blade and handl e.

7. Suture.

8. Betadine prep solution

9. Lidocaine 1% wi th needl e and syringe.
10. Dressing (zeroform gauze, 4x4s).

11. Tape, water proof.

12. Sterile gloves.

13. Sterile distilled water

14. Irritating syringe (Tooney).

15. Suction nmachine.

D. CRITERI A
1. Lungs inflate after chest tube is inserted.
2. Aseptic technique will be used.

E. STEPS:

1. Obtain supplies.

Prepare Pl eur-Evac.
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(a) Fill suction colum to 20-cmlevel with sterile water using
Tooney syringe as a funnel

(b) Fill water-seal colum to 2-cmlevel with sterile water.
(c) Label Pleur-Evac with date and tine it was initiated.
2. To insert the chest tube, the Medical O ficer wll:

(a) Determine the insertion site: wusually the nipple level (5th
intercostal space) anterior to the mdaxillary line on the affected side.

(b) Prep and drape the chest at the predeterm ned site.
(c) Anesthetize the skin and rib periosteum using 1% Li docai ne.

(d) Make a 2 to 3 cmtransverse incision at the site and bluntly
di ssect through the subcutaneous.

(e) Puncture the parietal pleura with the tip of a clanp and put
a gloved finger into the incision to clear any clots.

(f) danp the distal end of the thoracotony tube and advance the
thoracotony tube into the pleural space to the desired |ength.

(g) Look for "fogging" of the chest tube with expiration or
listen or air novenent.

(h) Connect the end of the thoracostony tube to an underwater
seal apparatus with 20 to 30 cm of water pressure.

(i) Suture the tube in place.
(j) Apply a dressing and tape the tube to the chest.
(k) Secure all connection sites with waterproof tape.
3. Post chest tube insertion
(a) Activate suction by connecting short tubing fromsuction contro
chanmber to suction machine. |Increase suction until slight bubbling appears in
suction chanber.
(b) Tape clanps to head of bed where visible.
(c) Obtain a chest X-ray.

(d) Mnitor for air |eaks every four hours or nore frequently if
i ndi cat ed.

(e) Check water level every 8 hours and add sterile water to maintain
prescribed | evel.

(f) Monitor vital signs and breath sounds every 2 hours, or nore
frequently if indicated.

(g) Notify Medical Oficer for any acute changes i.e., dyspnea, |oss
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of breath sounds to affected side or nonaffected side.
(h) Observe for asymretrical chest novenent.
(i) Measure drai nage

(1) Mark level of drainage with date and tinme at |east once a
wat ch or as ordered.

(2) Record output on Twenty-Four Hour Patient Intake and CQutput
Wor k Sheet .

(3) |If drainage output exceeds 60 ml/hour, nmeasure hourly, and
notify Medical Oficer

(j) MIk tubes to nmmintain patency.
(1) Apply lotion to hand used for mlKking.

(2) Secure and occlude drainage tube with other hand just bel ow
connection to chest tube.

(3) Wth lubricated hand about 2 inches (5 cm below, occl ude,
and mlk the tube by pulling away fromthe patient a distance of 4 to 6 inches
(10 to 15 cm.

(4) Release slowy to prevent "snap" of air back into patient's
chest.

(k) Al ways keep drainage system bel ow | evel of patient's chest and
stabilize Pl eur-Evac.

F. COWPLI CATI ONS

1. Chest tube dislodgnment from chest wall or disconnection from underwater-
seal appar atus.

2 Chest bottle el evated above | evel of chest.
3 Chest tube kinking or clogging.

4. Introduction of pleural infection.

5 Per si st ent pneunot hor ax.

G RESPONSIBILITY:

1. Medical Oficer for insertion
2. Nurse for nonitoring.
H. REFERENCE

Advanced Trauma Life Support Mnual, Anerican Coll ege of Surgeons.
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TAB C
ENCLOSURE A
RULE OF NI NES
The "RULE OF NINES" is used in the hospital nanagenent of severe burns to
determine fluid replacenent. It is also useful as a practical guide to
determne critical and mnor burn care

The adult body is generally divided into surface areas of 9% each and/ or
fractions or nmultiples of 9% (see illustration bel ow).

Exanpl es of Burns Acquired In Conbat Requiring Hospital Treatnent:

1. Ful | -t hi ckness burns.

Parti al -t hi ckness burns exceedi ng 5% BSA.

2
3. Any serious burns of the face, hands, or feet.
4 Burns of the perianal and genital areas.

5

Burns that cross fl exion creases.
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TAB C- 14
TREATMENT FOR HEAT CRAMPS
A. PURPCSE: To reduce cranps by replacing salt lost fromthe body.
DEFINITION:. Cranps in voluntary muscles secondary to | oss of body salt.
C. SYMPTOWES:
1. Painful cranps of nuscles used during work (arns, |egs, abdonen, back).
2. Nornmal body tenperature.
D. PREDI SPOSI NG FACTORS:

Heavy sweating during work in hot environnent.

Drinking | arge vol unes of water w thout replacing salt |oss.

1.
2
3. Not eating MRE (Meals Ready To Eat) food that is high in salt.
4 Diuretics and ot her drugs.

5

Al cohol .
E. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. 1V set up with normal saline solution.
2. Electrolyte fluids (Gatorade).
F. STEPS:

1. O fer Gatorade oral fluids.

2. If nauseated and unable to take oral fluids, start an |V, and adm ni ster
1000 m of normal saline solution.

3. Stay out of hot sun to rest.

G  RESPONSI BI LI TY:

Medi cal Officer.
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TAB C-15
TREATMENT OF HEAT EXHAUSTI ON

A. PURPCSE: To pronpte the return of blood to the heart and rapidly cool the
body to a normal body tenperature.

B. DEFINITION:. Mre severe heat problem characterized by excessive | oss of
wat er and salt from the body.

C. SYMPTOMVS:
Pr of use perspiration.
Skin pale, or flushed, cool

Fati gue extrene weakness.

1
2.
3
4. Headache, giddiness, nmental confusion, but usually conscious.
5 Anor exi a, nausea, and vom ting.

6 May faint on standing with rapidly thready pul se and | ow BP
7

. Oral tenmperature nornmal or |low but rectal tenperature elevated (99-101
degrees F or 37.5 - 38.5 degrees O

D. PREDI SPOSI NG FACTORS

1. Sustained exertion in heat (especially increased tenperature and
hum dity conbi ned).

2. Lack of acclimatization.
3. Failure to replace water and/or salt loss in sweat.

E. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Electrolyte fluids (Gatorade).
2. IV set up with normal saline solution
3. Rectal thernoneter.

F. STEPS:

1. Place patient in tent near fan
2. Elevate the feet and massage the extrenities.
3. Administer freely electrolyte fluids by nouth.

4, If unable to take oral fluids, start an |V and i nfuse 2000 ml of norm
sal i ne sol ution.

5. Monitor VS, BP for one hour.
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G

RESPONSI Bl LI TY:

Medi cal Officer.
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A. PURPOSE:

TAB C-16
TREATMENT FOR HEAT STROKE ( HYPERTHERM A)

To rapidly cool body to get tenperature below 102 degrees F or

38. 9 degrees C.

B. DEFINITION:. Mst severe heat problemwith a high nortality rate. It is
failure of thernoregulatory control with core body tenperature exceeding 106

degrees F.

C. SYMPTOMS:

1. Usually onset is sudden.

2. Early
(a)
(b)
(¢)
(d)
(e)
()

degrees C gnd
(h)
()
3. Later
(a)
(b)
(¢)
(d)
(e)
()
(9)

synpt ons ar e:

Absence of sweati ng.

Red, hot, dry skin.

Col l apse with | oss of consciousness.
Pul se is full, rapid.

BP is normal or elevated.
Respiration’s are rapid and deep.

Mar kedl y el evated body tenperature 106-110 degrees F or 40.5
greater.

Cranpi ng, twitching, and tenderness of voluntary nuscles.
Aiguria.

synpt ons ar e:

Cyanosi s.

Pul se i s weak, rapid.

Hypot ensi on.

Respiration’s are shallow, irregular.

Depressed deep tendon refl exes.

Coma wi t h possi bl e convul si ons.

Bl eedi ng di sorders.

D. PREDI SPOSI NG FACTORS:

1. Sustained exertion in heat by unacclimtized workers.

2. Lack of physical fitness and obesity.
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Recent al cohol i ntake.

3

4. Dehydrati on.

5 Hi story of heat stroke.
6

Di uretics and/or other drugs.

E. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1 Tub of water and ice if possible.

2 I ce packs for groin and axill ae areas.

3 Sheet s.

4 Hypot hermi a bl anket (if avail able).

5 Oxygen equi prent .

6. |V set up and normal saline solution

7 Rectal thernometer.

8 Cardi ac nonitor.

9 Indwel ling urinary catheter with collecting bag.
F. STEPS:

1. Renpve patient's clothes.

2. Subnerge in tub of water and ice. Renpbve when rectal tenperature reads
102 degrees F to prevent rebound hypothernia

3. Continually nassage extremities to pronpte vasodilation and heat | oss.
4. Alternative is to wap in wet sheet and blow with fan

5. After tenperature has reached 100 degrees F, place on field bed and wrap
in blanket.

6. Monitor rectal tenmperature every 10 mnutes. It is dangerous to |ower
tenperature bel ow 100 degrees F because there could be a rapid fall in
tenperature to critical levels.

7. |If tenperature starts to rise, wap a wet sheet around patient, and turn
on fan.

8. Start an IV and adninister normal saline solution cautiously.
9. Monitor V.S., BP, and | evel of consciousness every 15 m nutes.
10. Insert an indwelling urinary catheter and neasure output hourly.

11. Adm ni ster oxygen via nasal or nasal prongs if cyanosis is present.
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12. Mbnitor central venous pressure (CVP).

G POTENTI AL COVPLI CATI ONS:

1. Relapse of high tenperature.

2. Headache for several weeks afterwards.

3. Renal failure.

4. Dissemnated intravascul ar coagul ati on (DI C).

5. At high risk for second attack of heat stroke, if work in hot
envi ronment .

H  RESPONSI BI LI TY:

Medi cal Officer.
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TAB C- 17
TREATMENT FOR HYPOTHERM A

PURPOSE: To gradually rewarmthe body to get tenperature above 95 degrees

DEFI NI TION: Core body tenperature of no nore than 95 degrees F (35 degrees

Owm m»

1. MId - 90-95 degrees F (32-35 degrees Q)

(a) Patient is conscious with mld to noderate clouding of nenta
facilities.

(b) Shivering is present but dininished.
2. Moderate - 86.9-89.9 degrees F (30-32 degrees O

Pati ent has severe clouding of consciousness or may be unconsci ous.
3. Severe - Bel ow 86 degrees F.

Barely detectabl e or undetectable respiration’s.

C. SYMPTOVS OF HYPOTHERM A

1. Low body tenperature (bel ow 95 degrees F) as determ ned by a | ow reading
t hernonet er or approxi mati on by observing above behavi ors.

2. Vital sign alterations.

(a) Lower BP.

(b) Pulse is slow, irregular, and difficult to pal pate.
3. Respiratory alterations.

(a) Increased respiration’s during mld stages.

(b) Dinmnished respiration’s as tenperature falls bel ow 92 degrees F
until no | onger detectable.

4, Level of consci ousness alternations.

(a) Poor coordination - repeated stunbling, poor control of arns, and
| egs.

(b) Careless attitude, decreased attention span, dazed nenory | apses.
(c) Drowsiness, blurred speech, confusion

(d) Wakness, slowi ng pace, unable to maintain nuscle novenent.

(e) Disoriented with possible hallucinations.

(f) Collapse, unconsciousness.

64



5. Shivering.

(a) Increasingly vigorous and uncontroll able near a core tenperature
of 95 degrees F.

(b) Steadily dinmnishes as tenperature decreases.

(c) Between 86-90 degrees F shivering is replaced by muscul ar
rigidity.

6. GCeneral appearance.
(a) Pallor.
(b) Skin is very cold to touch, edenmatous.
7. Pupils.
(a) Beginto dilate at a core tenperature near 92 degrees F.
(b) Fully dilated and poorly reactive at around 86 degrees F.

D. PREDI SPOSI NG FACTORS

1. Race - blacks have a 6:1 ratio of nore cold-related injuries conpared to
Caucasi ans.

2. Ceographical origin - persons fromwarmregions are nore susceptible to
cold injuries.

3. Psychol ogi cal factors.

Passive, negativistic personality type is nore susceptible

4 Fati gue.

5. Rank - lower ranks suffer nore cold weather problens.
6 Previ ous cold injury.

7 Activity - under and over activity.

8. Medications, drugs, alcohol that interfere with thernoregulatory action
of hypot hal anus.

E. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Lowreading thernoneter.
2 Heat ed bl ankets, towels.
3 Car di ac noni tor.

4. 1V solution and set up
5

Oxygen cylinder, nasal or nasal prongs, and heated humidifier
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6. NG tube.
7. NG tube feeding.
8. Cardio-Resuscitation Kit (SPARKS KIT).
F. CRITER A
1. Core and peripheral re-warm ng of body will be done sinultaneously.

2. Body tenperature will be maintai ned above 95 degrees F. after treatnent
has been gi ven.

G STEPS

1. Miintain patent airway because patient often has depressed cough reflex.
2 Renove wet or constrictive clothing if not previously done.
3. Wap in warm bl ankets and place in warned tent.
4 Use active external and internal re-warni ng techniques.
(a) Adnminister warnmed normal saline |V solution.

(b) Adninister oxygen via face nmask or nasal prongs. Use heated
hum dified m st if possible.

(c) Adninister warnmed tube feeding via NG tube if unconscious. If
consci ous, offer a hot, sweet drink.

5. Do not mmssage patient.

6. Provide continuous cardiac nonitoring because cold heart is
el ectrophysi ol ogi cal | y unst abl e.

7. Option to obtain ABGs and treat acidosis.
8. Monitor tenperature rectally

9. Adm nister steroids such as hydrocorti sone, 300 ng/24 hours to maintain
cellular integrity.

H  POTENTI AL COVPLI CATI ONS

1. Cardiac arrhythm a’s; ventricular fibrillation
2. Cardiovascul ar coll apse (re-warm ng shock).
3. Pulnmonary conproni se

I.  RESPONSIBILITY:

Medi cal Officer.
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TAB C-18
TREATMENT OF COLD | NDURY TO EXTREM TY

A.  PURPCSE: To re-warmthe extrenity gradually to deternine degree of
injury and treat accordingly.

B. DEFIN TION:
1. Two types of cold injuries are:

(a) Freezing Type - Frostbite (superficial or deep) resulting from
exposure to tenperatures below the freezing point.

(b) Non-Freezing Type - Chilblains, trenchfoot, and inmrersion foot
resulting from prol onged exposure of feet to wet cold.

2. Four degrees of cold injury are:

(a) First Degree (Hyperem a and Edemn) - After re-warmng the skin
becones nottled, cyanotic, red, hot, and dry. There is intense itching or
burning, and a |l ater deep ache. Swelling begins within 3 hours and may | ast 10
days. Peeling of skin nay begin within five to 10 days after injury and
continue for a nonth.

(b) Second Degree (Hyperemi a and Blister Formation) - Blisters appear
6 to 12 hours after injury. The blisters dry forning black exchars 10 to 24
days after re-warning.

(c) Third Degree (Necrosis of Skin and Cutaneous Tissue) - Vesicles
may be present but are violet in color, smalTer and do not extend to end of
digits. Edema of entire foot appears in 6 days. Skin overlying the injury
forms a black, hard, dry eschar. Healing takes over two nonths.

(d) Fourth Degree (Conplete Necrosis and Loss of Tissue) - Eschar
formati on and gangerine may not be evident for 2 to 3 weeks after injury. The
result will be anputation of part.

C. SYMPTOMS:

1. Early warning signs not always present are: tingling, stinging, and dul
ache foll owed by nunbness.

2. Skin appears red briefly, but then becones pale or waxy white.
3. Tissueis alittle hard, brittle.
4. Lack of sensation and npvenent.

D. PREDI SPOSI NG FACTORS

1. Previous cold injury.
2. Wt footgear/socks.

3. Exposure to freezing tenperatures for 10 hours. Wnd will shorten the
time to freezing
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Exposure to cold wet for 3 days at a range of 32 to 50 degrees F.
Al cohol

Activity - too little or too nuch.

N o o bk

Rank - |ower ranks have nmore cold injuries to feet.
E. CRITER A

1. Absolute bed rest will be inplenmented when patient has a cold injury to
foot.

2. Only allowed re-warm ng nethods will be used as indicated bel ow.

F. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED

1. Litter rack.

2. Varm bl anket .

3. Deep basin.
G STEPS

1. Renpve clothing fromsite of injury.

Cover with bl anket.

Do not apply nedications, salves, or ointnents to injury site.
Do not open blisters.

Offer patient hot oral fluids, if avail able.

Pl ace patient on litter and elevate |ower extremty.

Keep on bed rest.

O N o gk b

. Unthaw frozen extremty quickly in a water bath controlled of 40 degrees
C or 104 degrees F.

9. Never use snow, ice water, grease, massage, wal king, or dry heat to
unt haw.

10. If non-freezing injury - do not warm above 37 degrees C or 98 degrees F.
11. May prescribe pain nedications or narcotics for pain.

H  RESPONSIBI LITY:

1. Medi cal Officer.
2. Podi atri st.

3. Physician Assistant.
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TAB C-19
I NFECTI ON CONTRCL

A. PURPCSE: To provide guidelines for the prevention and control of infection
B. DEFINITION:. N A
C. EQUI PMENT, SUPPLI ES AND FORMS REQUI RED: N A.
D. CRITER A
1. Personnel will not be a source of, or actively spread infection.
2. The environment will be nmaintained to reduce the risk of the spread of
i nfection.
3. Infectious waste is properly disposed.

E. PROCEDURE:
1. Reduce risk anong personnel

(a) Evaluate staff with active infection or a known conmuni cabl e
di sease at Mlitary Sick Call and neke reconmendations regardi ng patient
cont act .

(b) Eat, drink, and snoke only in designated areas.

(c) Store no food or beverage itens in refrigerators where bl ood
products or pedications are stored. Mintain refrigerator tenperature in a
range of (37 - 40 F) 40C

(d) Practice thorough frequent handwashi ng before and after al
patient care.

(e) Wear protective clothing and foll ow procedures | AW CDC gui del i nes
(TAB F-3) when caring for patients with communi cabl e di seases.

(f) Wear gloves when handling body fluids, secretions, excretions, or
exudates as well as nmaterials or objects exposed to them Renpve gl oves upon
conpl etion of the above, wash hands inmediately.

(g) Attenpt to minimze the risk of autoinoculation. Dispose of
sharps in inpenetrable containers. Wen full, securely close the container with
aut ocl ave tape.

2. Reduce risk anong patients.

(a) CQutpatients.

(1) Expedite outpatients presenting with signs/synptons of a
comuni cabl e di sease. Institute appropriate isolation precautions to nmininize
exposure to staff and other patients.

(2) Protect exam nation tables by either a sheet or disposable
paper. Change between use by different patients. Clean tables/pads with a
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germ cidal solution daily and/or i mediately should gross contam nation occur
(b) Inpatient.

Fol | ow CDC Cui delines (TAB F-3) nmking nodifications insofar as
is necessary in the present structural environnent.

3. Mintain sterile supplies.
(a) Rotate sterile supplies uniformy on all shelves and in al
storage areas to assure use of supplies prior to expiration date. Place new
items on left, use oldest on the right.

(b) Check expiration dates and package integrity prior to opening
sterile itens.

(c) Itens double plastic sealed expire after 6 months from
preparation. All other itens expire after 28 days.

(d) Return outdated reusable itens to CSR
4. Dispose of used supplies and equi prment.

(a) Cleanse soiled reusable itens of gross contanmination and return to

(b) Line all waste receptacles with plastic bag.

(c) Keep contanminated or infectious waste separate from non-infectious
waste. Dispose of contaminated waste in double plastic bags. The outer bag is
an orange, autoclavable "biol ogical hazard" bag. Wen full, seal the inner bag
with autoclave tape. Seal the outer bag with filanent reinforced tape

(d) Deliver properly seal ed sharps containers and doubl e bagged
i nfectious waste to the |aboratory tenporary holding area on a regul ar basis.

(e) Ildeally, store and transport nultiple bags of infectious waste in
| arge covered containers (i.e., "G" cans with tight fitting 1lids). Scrub
containers with a germcidal solution at | east once per watch, nore often if
grossly contani nat ed.

(f) Double bag contaminated linen inside a plastic water sol uble bag
i nside a contam nated |inen bag.

5. Keep patient care area environnent clean

(a) Wet-Vac decks daily (or nore often if gross contam nation occurs)
using a gernicidal solution

(b) Danp dust all standing equi pnent after each use and/or weekly.
(c) Follow area cl eaning procedures.
6. Clean surgical areas after each case.

(a) Separate instrunents, linen and waste.

70



(b) Put soiled sponges, paper, and disposable itens in double plastic
bags as described above.

(c) Rinse instruments in cold water. Place in CSR pick up area.
I nstruments used on cases requiring blood precautions (i.e. Hepatitis B, AlIDS)
shoul d be placed in double plastic bags, sealed, and returned to CSR.

(d) Wpe up all blood spills with a germcidal solution, using a clean
cloth, and gloved hand. Cloths used to clean up blood spills are put in
contam nated | aundry.

(e) Wpe down all equipnent used with germcidal solution or 70%
i sopropyl al cohol

F. REFERENCES
@i delines for the Prevention and Control of Nosocom al I|Infections, Centers

for Disease Control, U S. Departnment of Health and Human Services, Public Health
Service, Atlanta, Ceorgia.
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TAB C-20
COVMUNI CABLE DI SEASES

A. PURPCSE: To provide guidelines in the care of persons with a communi cabl e
di sease.

B. DEFI NI TI ON:  Conmuni cabl e di seases include those di sease conditions known to
be contagi ous.

C. CRITER A

1. Patients having comuni cabl e di seases are cared for | AWthe guidelines
set forth by the Center for Disease Control.

2. Reports of communi cabl e disease are initiated to Environnmental Health
Depart ment.

D. PROCEDURE:
1. ldentify patient as potentially having a comuni cabl e di sease.
2. Initiate precautions | AW CDC guidelines (TAB F-3).

3. Notify Environmental Health if definitive diagnosis will not be nade
wi thin 24-48 hours.

4. Make diagnosis to confirmor rule out communi cabl e disease.
5. Continue or cancel precautions.
6. Notify Environnmental Health Departnent.

E. RESPONSIBILITY:

1. Medical Oficers.

2 Physi ci an Assi stants.
3. Nurse Corps Oficers.
4 Hospi tal Corps.
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TAB C-21

PROCEDURES FOR RELEASE OF
MEDI CAL | NFORMVATI ON

A.  PURPOSE: To provide procedures of release of nedical information within the
hospital

B. DEFINITION:. Medical Information - Information contained in the health or
dental record of individuals who have undergone nedical exani nation or
treatnent.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED: N A

D. STEPS:

Upon presentation of requests for nedical information refer to procedures
contained in the follow ng references:

1. Manual of the Medical Departnent.
2. Freedomof Information Act BUMEDI NST 5720. 8.

3. Personal Privacy and Rights of Individuals Regardi ng Records, SECNAVI NST
5211. 5.

4. Availability of Navy Records, Policies, SECNAVINST 5720. 42
E. GENERAL GUI DELI NES

1. Information contained in health care records of individuals who have
under gone nedi cal or dental exam nation or treatnent is personal to the
i ndi vidual and is therefore considered to be of a private and confidenti al
nature. Information fromsuch health care records, the disclosure of which
woul d constitute a clearly unwarranted invasion of personal privacy, should not
be made avail able to anyone except as authorized by the patient or as all owed by
the provisions of Manual of the Medical Departnent and the Privacy Act of 1974
as inplenmented by SECNAVI NST 5211.5 seri es.

2. Release of information will be coordinated by the Patient Affairs
Oficer.
3. Personal information of non-nedical nature will not be rel eased

4. Personnel in the patients chain of command nay be provided with
information required to conduct conmand business but will be referred to the
Patient Affairs Ofice.

5. Release of information will conformto |local comand and superior
command policy.

6. All Departnment Heads shall ensure w de dissem nation of this information
and conpliance with procedures outlined herein.

F. RESPONSI BI LI TY:

1. Director of Adm nistration.
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2.
3.

Patient Affairs Officer.

Charge Nurse or Assistant.
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TAB C-22
PROCEDURE FOR PI CK- UP AND DELI VERY OF HOSPI TAL LAUNDRY
A. PURPCSE: It will be logistically inpossible to pick up and deliver |aundry
at each individual ward and CSR. Therefore, this procedure establishes centra
coll ection points and the nethodol ogy for preparing laundry for turn-in.

B. DEFINITIONS: N A
C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Canvas | aundry bags.
2. Request for clean |linen/laundry.
D CRITERIA: NA.
E. STEPS:
1. Designated Laundry Petty Officer will:

(a) Set up laundry bags, tagging one for bed linen, one for clothing
(including patient clothing), and one for contamni nated | aundry.

(b) Daily at 0800, take the soiled laundry to the nearest Clinica
Work Space along with a request for the next day's linen/laundry supply.

(c) Distribute cleaned patient clothing.
2. Linen Control C erks.

(a) Pick-up and receipt for hospital laundry at each Cinical Wrk
Space.

(b) Collect Requests For Clean Linen/Laundry.

(c) Fill requests submtted the previous day and return cl eaned
patient cl ot hing.
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TAB C- 23
PROCEDURE FOR HANDLI NG AND LAUNDERI NG CONTAM NATED LI NENS
A. PURPCSE: The Conmbat Zone Fleet Hospital will generate a significant anount
of contam nated linen within the operating roonms and treatnent wards. These
items will require special handling and | aundering to prevent the spread of
i nfection.

B. DEFINITION:. Contaminated laundry is defined as those itens requiring
special disinfection and |aundering to preclude the spread of infection

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Chlorine bleach solution
2. Latex gl oves.

D. CRITERA NA

E. STEPS:

1. Hospital ward personnel will bag contani nated | aundry separate from
regul ar laundry. d oves are to be worn when handling contam nated | aundry.

2. Contaninated |aundry will be receipted by the Linen Control Clerks and
delivered to the laundry.

3. At the Laundry all contam nated |aundry will be segregated fromthat
requiring only routine processing.

4. Based on the next day's requirenents and current inventory the
contam nated |laundry will be assigned a processing priority.

5. The contaninated |aundry will be processed as foll ows:

(a) Presoak the contam nated |aundry for 60 mnutes in a chlorine
sol ution of 50 ppm

(b) Wash the linen in hot water using a normal cycle.
6. Once laundered these itens will be placed in inventory for re-issue.

F. RESPONSIBI LITY:

The Head, Environnental Health Department is responsible for routinely
nmonitoring the handling and | aundering of contam nated itens to preclude the
spread of infections.

CAUTI ON: Extrene care nust be taken to avoid contact with the contan nated

laundry to prevent the spread of infection to laundry and other hospital
per sonnel
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TAB C- 24

PATI ENT PROCEDURES FOR HANDLI NG
EXPATRI ATED PRI SONERS OF WAR

A. PURPCSE: To detail patient handling procedures for expatriated prisoners of
war wthin the fleet hospital.

B. DEFINTION:

1. Expatriated prisoners of war (EPW - those patients who require
treatment who are prisoners of U S. or allied conbat forces.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Restraints (theater command mlitary police or hospital issue).

2. Ohers as specified in adm ssion procedures (all fornms will be marked
with the words "Prisoner of War" or "EPW).

D. STEPS:
1. Upon presentation of EPWto functional area, notify Security Departnent.

2. Upon adnission to Casualty Receiving, Security will be responsible for
the follow ng notifications:

(a) Theater command military police (MP) headquarters.
(b) Executive Oficer.

(c) Director of Nursing.

(d) Director of Admnistration.

3. Performessential |ife saving care.

4. Inform MP that custody of patient will not be assuned by hospital staff
and that MP will retain custody of EPWuntil relieved by appropriate M
headquarters staff or patient is transferred to EPWhol ding center (external to
hospital).

5. After treatnent, have corpsman or litter bearer escort MP and EPWto

next functional area charge nurse. Adm ssions packet, correctly annotated will
be delivered by hand to charge nurse.

6. During course of treatnent, patient will be guarded by MP and/or
restrained until treatment is term nated.

7. Movenent to another functional area will be reported to Security.

8. EPWs will be fed either on the ward or in the general ness. If allowed
to eat in the general nmess, EPWs will be acconpanied by MP guards.

E. RESPONSIBILITY:

CMAA/ Security.
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TAB C-25
CASUALTY W TH UNEXPLODED ORDNANCE EMBEDDED

A. PURPCSE: To provide guidance in admtting, processing, and treating a
casualty who has unexpl oded ordnance enbedded in a body part.

B. DEFINTION: An explosive device (npst often froma rifle grenade fired at
cl ose range) which has not travel ed sufficient distance for fuse detonation and
expl osion, and is enbedded in the body of a casualty.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Sandbags.
D. CRITER A
1. Sandbags will be stored outside Casualty Receiving Are(a)
2. Ordnance renoved fromthe casualty's body w thout detonation
3. Ordnance renoved fromthe hospital environment without detonation
4. Ordnance di sposed of safely.

E. STEPS:

1. Prepare sandbags.

(a) Casualty Receiving Senior Corpsnman is responsible for filling bags
with sand and storing bags in a sheltered area outside Casualty Receiving.

(b) Prepare sandbags when setting up area.
2. Care of casualty wi th unexpl oded ordnance.

(a) Place casualty in area renoved from other casualties and
per sonnel

(1) Keep casualty outside, if possible.
(2) |If inside, stack sandbags around the casualty.
(3) Have absol ute m ni mum of personnel near casualty.

(b) Call Security and have them sumopn an expl osi ve ordnance di sposa
expert.

(c) Upon determination of what the ordnance is, take additional safety
precautions as determ ned by the attendi ng surgeon in conjunction with the
expl osi ve ordnance di sposal expert.

(d) Prepare casualty for renpval of ordnance as soon as practicable.
If in the OR stack sandbags around the casualty and i medi ate operating
personnel. All other personnel renmin outside the perineter of sandbags.

(e) Tag inpatient record chart to alert other personnel to the
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presence of unexpl oded ordnance prior to transfer frominitial intake point.

(f) After renpval of the unexploded ordnance, give it to the expl osive
ordnance di sposal expert, who will then dispose of the ordnance in a safe and
appropriate manner.

F. RESPONSI BI LI TY:

1. Casualty Receiving Senior Corpsman.
2 Admi tting clerk.
3. Surgeon.
4

Expl osi ve ordnance di sposal expert.
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TAB D-1
SURG CAL GUI DELI NES

A.  \Wenever abdom nal, thoracic, or contam nated surgery is being conduct ed,
si mul t aneous specialty (Othopedic, Neurosurgical, Ophthal nological, or
Vascular) will not be perforned.

B. Operating microscopes are available at COMZ only. M croscopes are non-
supportabl e in conbat zone. They will be placed in a special augnentation
package for Echelon 4. (If danmge occurs, mcroscopes will be exchanged; no
repair will be done in the theater.)

C. Al casting materiel is docunented in the Casting "G' nodul e usi ng one of
the "G' tasks. Tine has been docunented for the cast tech for casting in the OR
as well as for checks of splints, casts, pins, and fixateurs on the wards. This
time is 4 mnutes once a day.

D. 1In all open fractures of extremties a conbination of external fixateurs and
pl astered casting material will be used. For nodeling purposes, 75% of the
patients will have external fixateurs and 25% wi || receive plaster materi al

E. Irrigating Fluids:

1. DEPMEDS recognizes the requirenent for adequate anpbunt of irrigating
fluids. However, enphasis should be placed on using the mninmal anpunt
necessary because of the trenendous inpact on the |ogistical system

2. There will be 2 liters of normal saline per operative case
F. Dressings will ordinarily not be changed prior to day 4 post nitial wound
debridenment at which time the wound will be exanmined in the OR for further

debridement or delayed primary closure. However, a bl ood soaked dressing,
excessi ve henorrhage, and/or sepsis nmy necessitate wound exani nation and
redressing outside the OR  In the database, all wounds that render the patient
non-return to duty within the evacuation policy have a dressing reinforcement in
20% of patients. This category of patients otherw se have dressing reapplied as
i ndi cated above in the ORif the stay in theater exceeds 4 days. Further, if
the stay exceeded 8 days, another dressing change woul d be done. For patients
returning to duty in the theater, the same policy is in use during initial 4
days and periodic dressing change is acconplished depending on the nature and
severity of injury.

G Blood recovery equi pnent (or Cell Saver) is available in DEPMEDS at Echel ons
3 and 4 and will be used to the maxi mum extent practical. Anesthesia personnel
are responsible to set up and maintain this equi pment during operative
procedures. Theoretically, this equi pment nmay be used in contam nated and
septic cases; however, it is not applied in these cases in the database. The
machine requires a liter of sterile saline with 30,000 units of heparin for
primary and an additional liter of saline for each unit of blood recovered.

Also, it requires a liter for cleaning. The cleaning of the equipnment is
nodel ed under the anesthesia area but will be perforned by an operating room
technician. The set-up consunables are found in CSG 12 and cl eani ng consunmabl es
are in CSG 22.
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TAB E-1
SPECI ALTY TREATMENT AREA EVALUATI VE STANDARDS

1. Aseptic technique will be maintained at all tinmes during a surgical
procedure.
2. Personnel in Mnor Surgery will wear scrub top, cap, and mask when doi ng

procedur es.

3. OR equipnent coming in contact with patient will be cleansed with a
germ cidal solution imediately after each surgical case

4. The cleaning and set up tinme for a procedure will not exceed 30 ninutes.

5. On a daily basis, the Specialty Treatnment Area including nmnor surgery will
be conpletely danp dusted and wet-vacuunmed with a gernicidal solution

6. All energency equipnment will be inspected each watch and the checkli st
initialed and dat ed.

7. Once opened, instruments, sponges, needles, and supplies remain in M nor
Surgery Area until end of the procedure.

8. Any contaminated itens, sponges, wastes nust be placed in plastic Iined
receptacles, and kept off the floor.

9. Safety straps will be applied around patient to secure to OR table.

10. Gounding pad will be applied to patient whenever el ectrosurgical unit
(Bovie) is used.

11. Chronol ogi cal record of nedical care and pre-operative nursing notes wll
be conpleted for each patient undergoing m nor surgery.

12. Al personnel are able to rapidly |ocate and operate any energency
equi pnent .

13. Al personnel are able to |ocate the correct supplies/equipnent for a
procedure using procedure cards.

14. The patient will be informed about the procedure he is having, type of
anest hesia, and told what to expect during the procedure.

15. Energent patients will take priority over stable patients.
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TAB E- 2

POTENTI AL HAZARDS | N SPECI ALTY TREATMENT AREA
1. Possibility of exploding oxygen/gas cylinder tanks if not handled carefully.
2. Electric generator failure nmay occur. Energency power provisions have been
devel oped to provide backup power only after soneone manually turns on the
generator. Energency lights will illunminate inmediately. Manually operated
suction apparatus will be used until power is restored.
3. Electrical shock to OR staff if touching OR table during defibrillation

4. Break in aseptic technique may occur if drape becones wet, glove is cut, or
hands are positioned bel ow the waist |evel

5. Possibility of electrical burn to patient's skin if electrosurgica
apparatus inproperly used.

6. Risk of exposure to conmmuni cabl e di seases fromincom ng patients.

7. Possibility of needle stick or laceration from needl es and knife bl ades.
Report to charge nurse and get nedical attention | AWenvironnental health

policy.
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TAB E-3

WORKI NG UNI FORM DURI NG M NOR SURGERY
During m nor surgery, all personnel assigned to the case will wear:
(a) Scrub top.
(b) Cap or hood.
(c) Face mmsk.
Circul ating personnel may wear watches and rings.
Surgical masks will be changed between each case.
Operating roomapparel is |located on the linen cart.

The prescribed uniformof the day will be worn at all other tines.
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TAB E-4
ORI ENTATI ON PROGRAM FOR SPECI ALTY TREATMENT AREA
A.  TERM NAL OBJECTI VE:

1. Each person will denonstrate know edge and skills necessary to work
i ndependently in the Specialty Treatnment Area. The know edge and skill |evel
required will be dependent upon billet assigned in the Specialty Treatnent Area.

B. ENABLI NG OBJECTI VES:

1. WIIl have conpleted a two week training course at the Fleet Hospital
Training Activity (FHTA), Canp Pendl eton, CA. As part of the course, experience
will be provided within the Specialty Treatnent Area.

2. Denonstrate a working know edge of the physical |ayout of the Specialty
Treat nent Area.

3. Denonstrate fanmiliarity with the Specialty Treatnment Area standard
operating procedure nanual for the Fleet Hospital.

4. Denopnstrate know edge and skill in perform ng the follow ng:
C.  SKILLS:
1. Record keeping.
(a) Specialty Treatnent Area Log.
(b) Perioperative Nursing Note.
(c) Enmergency Equi prment Checkli st.
(d) Standard nedical records and fornmns.
2. Location of equipnent and supplies.

(a) Emergency equi pnment (Sparks Kit, drug box, and defibrillator).
(b) Instrunent trays, instrunents.

(c) Linen packs.
(d) Procedure cards for Mnor OR
(e) Equiprent in all spaces.
(f) Supplies in all spaces.
(g0 Dirty storage areas.
(h) Control desk.
3. Operation of equipnent.

(a) Surgical floor lights.
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(b) Electrosurgery unit.
(c) Defibrillator.
(d) Litter rack.
(e) Pneumatic tourniquet.
(f) Suction machine.
4. M nor surgery procedures.
(a) Identification of instrunents, supplies needed for a case.
(b) Set up for minor surgery.
(c) Perioperative nursing care.
(d) deaning after m nor surgery.
5. Patient assessnent and triage.

6. Performance of procedures | AW | ob descriptions (TAB E-6).
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TAB E-5
SPECI ALTY TREATMENT AREA CLEANI NG SCHEDULE
A. PURPCSE: To keep the environnent as clean as possible.

EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

4 scrub basins/buckets.
d oves.
Wet -dry vacuum

Scrub brushes.

1.
2
3
4
5. Sponge nop.
6 W pes.
7 Detergent, GP
8 Germicidal solution
9 Laundry hanper
10. Plastic, laundry bag.
11. Plastic trash bag/can
12. Covered container for medical/dental wastes.
13. 70% i sopropyl al cohol
C. CRITERA:

1. The Mnor Surgery equipnment, table, lights are danp-dusted at the
conpl etion of all cases.

2. Cleaning and set up tine between each case will not exceed 30 m nutes.

3. Trash, soiled |linens, nedical wastes, and instrument trays are renoved
after each case

4. Daily cleaning will be perfornmed on night watch. During peak states
cl ean during |ag periods.

5. Counter tops are cleaned daily.
6. Decks are wet-vacuuned daily.
7. Tenper tent equi prment, shelving, litter cleaned weekly.

D. STEPS:

1. After each patient, clean the patient area and restock supplies to be
ready for the next adm ssion.
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(a) At conpletion of each case, segregate and di spose of all used
itens.

(1) Roll up contam nated |inens and double bag in a plastic bag
i nside a contam nated | aundry bag.

(2) Place other linens in cloth laundry bag.

(3) Place trash in double plastic bags and di spose of in
designated trash area

(4) Enpty drainage bottles into a covered nedical waste
cont ai ner.

(5 Rinse all used instrunents in cold water.

(6) Disengage all needl es and scal pel blades from
handl es/ hol ders and di scard in sharps box.

(7) Tag any defective equi pnent.

(b) Place all instrunment trays and |laundry bags on wire cart adjacent
to Specialty Treatnment Area entrance.

(c) Send used trays, after cleaning, to CSR at 0800 and every 2 hours
after that.

(d) Prepare germicidal solution in basin according to | abel on box.

(e) Wearing gloves, danp dust with germcidal solution or 70%
i sopropyl al cohol, all equipnent used in patient care.

(f) Place all equipnent in neutral position; Mayo stands at | ow
position, dental chairs in |ow upright position.

(g) Allow surfaces to air dry.

(h) Enpty sunp under sink after each case involving application of
plaster. Discard firmplaster into trash

2. Daily cleaning schedul e.

(a) Wash decks with wet-vacuum using germicidal solution on night
wat ch.

(b) Wash scrub sink area on night watch.
(c) Danp dust shelving in mnor operating roomarea on night watch
(d) Allow surfaces to air dry.

(e) By 0800, deliver soiled linen to Clinical Wrkspace 1, Medica
Support, for pick up by |aundry.

3. Weekly cl eaning schedul e.
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(a) Wpe down litter rack, storage cabinets, shelving and deck tops.
(b) dean the refrigerator and ice nachi ne.

E. RESPONSIBILITY:

Seni or Corpsman or LPO will assign cleaning details to watch.
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TAB E-6.1
AVMBULATORY CARE NURSE JOB DESCRI PTI ON
The Anbul atory Care Nurse is responsible for the direct adm nistration and
managenent of the Specialty Treatnment Area. The nurse is responsible for the
supervision of all nursing care perforned in the Specialty Treatnent Area.

THE AMBULATORY CARE NURSE W LL:

1. Facilitate cooperative interdepartnental working rel ationshi ps.

2. Ensure that quality nursing care is delivered while patient is in
Specialty Treatnment Area.

(a) Assess, plan, inplenent and eval uate patient care in conpliance
wi th standards for ambul atory care nursing practice.

(b) Ensure that energent patients are identified and given i medi ate

care.
(c) Patient is nmonitored throughout all procedures.
(d) Aseptic technique is maintained throughout surgical procedures.
] . I(e) Coordi nate patient care with other departnments and services within
ospital.

(f) Nursing care given is docunent ed.
3. Participate in patient care perfornming the foll ow ng tasks:
(a) Intubation of a patient with an obstructed airway.
(b) Medications including bolus IV drugs.
(c) Parenteral drug admnistration.
(d) Cardiac nonitoring.
(e) Insertion of chest tube.
(f) Oxygen adm nistration.
(g) Initiate peripheral |V s.
(h) O her emergency mneasures.

4. Supervise, schedule, and coordinate administrative activities of the
Specialty Treatnment Area.

(a) Ensure that all supplies and equi pnment are avail abl e and
functional.

(b) Coordinate and schedul e m nor surgery.

(c) Assign staff personnel.
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(d) Ensure that nursing docunentation is conplete, |ogs are nmintained.

(e) Conply with established inventory procedures to account for
narcotics, controlled drugs, and other dangerous substances.

(f) Interpret and adm ni ster hospital policies and procedures
applicable to Specialty Treatnent Area.

(g) Ensure conpliance with adm nistrative and nmanageri al procedures
contained in hospital instructions.

(h) Prepare witten personnel performance eval uations.

5. Direct orientation and training of personnel assigned to Specialty
Treat ment Area.

(a) Develop inservice classes and cross train personnel

(b) Evaluate skill |evel of personnel before advancenent to nore
conpl ex duti es.

(c) Counsel personnel with deficits, identifying capabilities, and
training needs.

QUALI FI CATI ONS

Desi gnat or 2900/ 2905.

NOBC 0935.

Conpl eti on of Advanced Traumm Life Support (ATLS) Course (C-4) is required.
ACLS certification desired.

BCLS certified.

I nternedi ate LVMET Cour se.

No a bk 0w bhd PR

Fl eet Hospital Operations Course graduate.
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TAB E-6. 2
SENI OR CORPSMAN JOB DESCRI PTI ON
The Senior Corpsnman is directly responsible to the nurse of the Specialty
Treatment Area for the overall performance, military conduct, and appearance of
corpsnen assigned to the area.

THE SENI OR CORPSVAN W LL:

1. Muster personnel. Keep all personnel informed of current activities and/or
changes.

2. Assist the nurse with coordinating daily staffing, teaching, counseling, and
general supervision of corps staff.

3. Oient new corpsnen to Specialty Treatnent Area.

4. Supervise performance of subordinates, including that of professional and
mlitary nature

5. Ensure that all tasks are properly conpleted, aseptic principles are
foll owed, and safety standards are net.

6. Maintain high standards of personal hygi ene and conduct.
7. Maintain clean spaces with strict attention to disinfecting OR area.
8. Check and maintain daily availability of adnministrative and patient care
supplies. Receive requests for supplies from OTL, Ocular and Orthopedic
corpsnen. Order supplies from

(a) CSR - sterile instrunment packages.

(b) Medical Supply - nedical supplies.

(c) Supply - fornms and admi nistrative itens.

(d) Laundry - linens.

(e) Pharmacy - nedications.

9. Monitor the safety and function of all equipnment. Submit work request to
Medi cal Repair and track progress on work requests.

10. Ensure staff are familiar with the procedures for fire, cardiac arrest
codes, securing weapons, and general safety procedures.

11. Ensure proper disposition of contam nated instrunents, equipnent, and
mat eri al s.

12. Assist corpsnen with patient care and procedures as needed. Serve as
resource to corpsnen

13. Responsible for initial assessnent and triage of inconm ng patients.

14. Ensure that all |ogs, radiology requests, tissue reports, and lab chits
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have been conpleted correctly and forwarded to appropriate source with
appropri ate speci nen.

15. Prepare and submit watch bills nonthly.

16. Report to and obtain assistance fromthe nurse as needed.
17. Performother duties as assigned.

18. Pass word to oncom ng wat ch.

QUALI FI CATI ONS:

Petty Officer (E-5 or above) with 8483 NEC preferred.
BCLS certification.
LMET- LPO cour se.

Level 11 certification | AW NAVMEDCOM NST 6550.3 to initiate and nonitor

1
2
3
4. Suture certification.
5
parenteral |V fluids.

6

NEC 8404 or 8483 desired.
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TAB E-6. 3
STAFF CORPSMAN JOB DESCRI PTI ON

The Staff Corpsnman assigned to the Specialty Treatnment Area is responsible
for direct patient care, cleanliness, maintenance of supplies and equipnent in

t he area,

and conpl etion of adninistrative tasks associated with these duti es.

THE STAFF CORPSMAN W LL:

1. Adnminister direct patient care.

(a)
(b)
(¢)
(d)
(e)
(f)
(9)
(h)
(i)
(i)
(k)
()
(m
(n)
(0)
2. Keep
(a)
(b)

(¢)

Assi st as circulating corpsnan during m nor surgery.
Appl y dressings.

Adm ni ster nedications by all routes except IV push
Initiate and nonitor 1V fluids.

Perform veni puncture for | aboratory studies.

Cat heterize

Assi st the OTL, Ccular, and Ortho techs as directed.
Apply conpresses.

Perform wound irrigations.

Perform naso-tracheal, tracheal sucti oning.

I nsert nasogastric tube.

Adm ni ster oxygen

Transport patient, specinens to other parts of the hospital
Suture under direction of Medical Oficer.

Per f orm EKG s.

suppl i es and equi pnent mai ntai ned and cl ean

Set up Mnor Surgery area prior to surgery.

Cl ean M nor Surgery area after surgery.

Inventory all patient care and adm nistrative supplies and restock

every wat ch.

(d)

Check all energency equi pment each watch and report mal functions to

Seni or Cor psman.

(e)
()

Cl ean patient care areas after each case.

Conduct general cleaning each watch and weekly.
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(g) Return used/dirty supplies; pick up new clean supplies.
3. Conplete adm nistrative duties.
(a) Conplete Mnor Surgery Log.
(b) Fill out laboratory and radiology chits per doctors orders.
(c) Conplete Perioperative Nurses Note.
(d) Conplete nursing note on SF 600 when applicable.
(e) Pick up laboratory, radiology reports.
4. \When work conplete, report to Senior Corpsman for further assignnents.
Pass word to onconi ng watch.

QUALI FI CATI ONS:

Compl etion of "A" School (Hospital Corps School).
BCLS certification.
Suture certification.

. Level Il IV certification | AW NAVMEDCOM NST 6550.3 to initiate and nonitor
arenteral |V fluids.

Conpl eti on of nedication orientation course.

© o0 Dk w0 Db PRE

Fl eet Hospital Operation Course graduate.
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TAB F

REFERENCES
I NDEX
TAB NUVBER TITLE
F-1 NAVMVED P-5066- A Nur si ng Procedures Manual .
F-2 Advanced Trauma Life Support Course Manual,
Ameri can Col | ege of Surgeons.
F-3 Gui delines for the Prevention and Control of

Nosoconi al Infections, Centers fTor Disease Control, U'S. Departnent of Health
and Human Services, Public Health Service, Atlanta, Ceorgia.

F-4 Advanced Cardiac Life Support (ACLS) Interim
Gui del i nes, the Anerican Heart Associ ation.

F-5 Basic Cardiac Life Support (BCLS)Interim
Gui del i nes, the Anmerican Heart Associ ation.
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NUMBER
G1

G2
G3

G4
G5
G 6

G7
G 8
G9
G 10
G 11
G 12
G 13

G 14

G 15

G 16
G 17
G 18
G 19

G 20

FORM
NUMBER

FHCZ 3101

NAVMED 6010/ 11
FHCZ 0401

FHCZ 0402
FHCZ 3102
FHCZ 2604

SF 508
SF 509
SF 510
SF 511
SF 512
FHCZ

SF 600

SF 622

FHCZ 3103

SF 515

NAVMED 6320/ 16
FHCZ 0403
NAVMED 6320/ 5

DA 3910

TAB G
FORMS
I NDEX

FORM
TITLE

Specialty Treatnent Area
Log For mat

Oper ati ons Schedul e

Emer gency Equi pnent
Checkl i st

Procedure Card For nmat
M nor Surgery Log Format

Pre- Operative Surgical
Checkl i st

Doctor's Orders
Progress Notes

Nur ses Not es

Vital Signs Record
Plotting Chart

IV Fl ow Sheet

Chr onol ogi cal Record of
Medi cal Care

Request for Admi nistration

PAGE
120

122

123
124
126

of Anesthesia and for Performance
of Operations and Other Procedures

Peri operative Nurses
Note for M nor Surgery

Ti ssue Exam nati on
Recovery Room Record
Cardi ac Arrest Flow Sheet
Serious/ Very Serious
Condition or Death of a
Patient on a Ward

Deat h Tag
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G 21

G 22
G 23

G 24
G 25

G 26

G 27

G 28
G 29

G 30

G 31
G 32
G 33
G 34

DD 2064

DD 599
NAVMED 6010/ 8

DD 1289
NAVMED 6710/ 4

NAVMED 6550/ 3

FHCZ 1004

FHCZ 0806
FHCZ 1003

FHCZ 1301

NAVMED 6700/ 4
NAVMED 6010/ 4

Certificate of Death
(Overseas)

Patient's Effects Storage

Tag
Patient's Val uabl es
Envel ope

Prescription

Narcotic and controll ed
Drug I nventory - 24 Hour

Twenty Four Hour Nursing
Servi ce Report

Per sonnel Authorized to 130
Draw Mat eri al

Drug Requi sition Sheet

Control |l ed Consunabl es/
Equi pment Requi sition

Request for Cl ean Linen/
Laundry

Dai | y CONREQ for HVMC
Itens

Mai nt enance Work Order

I nci dent Report Data Sheet

Evacuati on Fl ow Sheet
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131

132



TAB G 1
SPECI ALTY TREATMENT AREA LOG FORMAT
LEFT FACI NG PAGE

DATE TI ME NAME SSN COVIVAND
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CLI NI CAL AREA SEEN

TAB G 1
SPECI ALTY TREATMENT AREA LOG FORMAT
RI GHT FACI NG PAGE

DI AGNOSI S DI SPCSI TI ON

TI MVE
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TAB G 3

WATCH EMERGENCY KI T CHECKLI ST
FHCZ- 0401

WARD:

PERSON CHECKI NG CHARGE NURSE
DATE WATCH S| GNATURE/ STATUS 02/ PSI DI SCREPANCI ES FOLLOW UP SI GNATURE

AM

NOC

AM

NOC

AM

NOC

AM

NOC

AM

NOC

AM
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TAB G 4
PROCEDURE CARD FORMAT

PROCEDURE:

Position of Patient:

Dr apes:

I NSTRUMENTS AND EQUI PMENT:

I nstrument Tray:

Li nen Packs:

SUTURE, NEEDLES AND DRESSI NGS:
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TAB G5
M NOR SURGERY LOG
LEFT FACI NG PAGE

OUT PT PATI ENT NAME/ RATE SURG CAL TI ME
DATE WARD SSN PROCEDURE START END
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TAB G5
M NOR SURGERY LOG
RI GHT FACI NG PACE

SURGEON PRE- OP DI AGNOCSI S SCRUB COMMVENTS
ASST ANESTHESI A POST OP DI AGNCSI S SPECI MEN Cl RCULATE COWMPLI CATI ONS

105



Dat e:

Item

TAB G 6

Check i f Done

PRE- OPERATI VE SURG CAL CHECKLI ST

Resul t s/ Comment s

|.D. Band on

Sur gi cal / Anest hesi a
Pernmit Signed

Hi story and Physi cal

Al | ergies

Last Meal

Lab Work
~ HCT

HGB

VABC

Uri nal ysi s

Chest x-ray

O her x-ray

EKG (Wen i ndi cat ed)

Bl ood - Type & Crossnmmatch

Bl ood Type:

Preoperative Orders

Anest hesi a Pre-op

Ti ssue Exani nati on
For m Conpl et ed

Operative Area Prepped

d asses/ Cont act s/
Dent ur es Renpved

Pre Operative Medication:

Ti me given:

O her:

Si gnhature of Nurse:

Name of Patient

Regi st er

Nunber

War d
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TAB G 15
PERI OPERATI VE NURSI NG NOTES FOR M NOR SURGERY

DATE: MODE OF ARRI VAL:
PATI ENT | DENTI FI CATI ON BY:

PRE OPERATI VE DI AGNCSI S:

PRE OPERATIVE VS: T P R BP
SKI N CONDI TI ON AT SURGI CAL SI TE: ALLERG ES:
MEDI CATI ONS:
OTHER: PRE OP X- RAYS AVAI LABLE. YES NO
POSI TIONT NG, SUPINE____ PRONE___ LATERAL L___ R___ LITHOTOW____ OTHER
SAFETY STRAP:  YES NO SHAVE PREP: YES __ NO ___
SCRUB PREP AREA BY W TH
TOURNI QUET: YES____ NO___ TIME UP. ______ DO TOTAL TI ME.
PRESSURE:
ELECTROCAUTERY:  YES NO GROUND PLACEMENT:
ANESTHESI A©  LOCAL________ REGONAL GENERAL
SURG CAL PROCEDURE
TI VE BEGAN: ENDED
SURGEON ASST
SCRUB Cl RCULATOR
DRAINS:  YES NO TYPE:
CAST: YES NO SITE:
PACKI NG YES NO TYPE:
DRESSI NG:
SPECI MENST _ YES NO FROZEN SECTI ON:  YES NO
CULTURES: YES NO
| NTRAOPERATI VE X- RAYS:  YES NO

POST OPERATI VE DI AGNCSI S:

POST OPERATI VE CONDI TI ON:

POST OPERATIVE VS: T P R BP
I NSTRUCTI ONS:
DI SPCSI TI ON:
COMMENTS:
SI GNATURE
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TAB G 27
PERSONNEL AUTHORI ZED TO DRAW MATERI AL FROM STOCK

FHCZ 1004
DEPARTMENT
1 11.
2 12.
3 13.
4 14.
5 15.
6 16.
7 17.
8 18.
9 19.
10. 20.

Approved by:

Depart ment Head

Dat e:
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TAB G 29
CONTROLLED CONSUMABLES/ EQUI PAGE REQUI SI Tl ON
FHCZ1003
I tem No. NSN Descri pti on Ul/Qy Serial #

© ©® N o2 o0 &~ 0 bh e

e N s
o M N P O

Requi siti oned by:

Approved by:
Recei ved by:
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TAB G 30
REQUEST FOR CLEAN LI NEN/ LAUNDRY

DATE

| TEM # DESCRI PTI ON

© ® N o g & W DN

N T =
o M W NhM PO

REQUESTED BY: | SSUED BY:

APPROVED BY: RECEI VED BY:
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